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Standards of patient protection. 


Ask your Amsco Representative 
or write for 
Water Processing Brochure SC-301R 


WORLD'S LARGEST DESIGNER AND MANUFACTURER OF STERILIZERS, 


SURGICAL TABLES, 


LIGHTS AND RELATED TECHNICAL EQUIPMENT 





HOSPITAL 


A Clissold Publication @: @ 


Address all communications to 
105 West Adams Street, Chicago 3, Illinois 
Telephone: ANdover 3-1800 


EDITORIAL STAFF 

Charles U. Letourneau, M.D., Director 
Helen Emerson, Associate 

Denyse Foley, Assistant 

Melinda Ulveling, Editorial Assistant 
Frof. T. LeRoy Martin, Accounting 
Roy Hudenburg, Building Maintenance 
Mary H. Anderson, Central Service 

E. M. Bluestone, Contributing 

Daniel M. Roop, Engineering 
Emma Morgan, Housekeeping 
James Sharkey, Inhalation Therapy 
Henry E. Theobald, Insurance 
Emanuel Hayt, Legal 

Adeline C. Hayden, Medical Records 
Daniel F. Moravec, Pharmacy 
Orpha Daly Mohr, Purchasing 
Sister Christina, X-Ray 


WASHINGTON BUREAU 

1519 F St., NW, Washington 4, DC 
Telephone: MEtropolitan 8-6707 
Walter N. Clissold, Executive Vice Pres. 
W. R. Fingal, Ingrid Hovick, Assistants 


ADVERTISING OFFICES 
CHICAGO 3 

105 W. Adams St., ANdover 3-1800 

W. S. Smith, Advertising Sales Manager 
R. T. Risley, Rex E. Dimick 

F. H. Zindler, N. R. Swartwout 

Lester K. Slama, Advertising Production 
Gerald T. Kuc, Assistant 


NEW YORK 17 

122 E. 42nd St., MUrray Hill 7-8772 
Charles A. Barnes. Eastern Manager 
William M. McKnight, Thomas J. Trelease 


SAN FRANCISCO 3 
Frank Wenter & Company 
1355 Market St., UNderhill 3-1599 


LOS ANGELES 49 
Frank Wenter & Company 
11681 San Vicente Blud., 
GRanite 7-6850 


Paul E. Clissold, Publisher 
Harold E. Snyder, Vice Pres., Editorial 
Robert E. Hill, Circulation Manager 


; HOSPITAL MANAGEMENT 
is published on the 15th of each month 
at 105 W. Adams St., Chicago 3, Ill., 
by Hospital Management, Inc., 
Telephone: ANdover 3-1800 


HOSPITAL MANAGEMENT 
holds membership in the 

Audit Bureau of Circulations and 
the Associated Business Papers, Inc. 


SUBSCRIPTION RATES: $4.00 a@ year in the 
United States, U. S. Territories and 
Canada. Foreign, including Pan Ameri- 
can: $7.00 a year. Current single copies, 
30 cenis; back copies, $1.00. 

CHANG! “OF ADDRESS should reach us at 
least two weeks in advance of date of 
change. Entered as second-class matter 
May 14, 1917, at postoffice, Chicago, Ill., 
under the act of March 3, 1879. Addi- 
tional entry, Mendota, Il. Copyright 
1960 by Hospital Management. 


MARCH, 1960 


Management 


FEATURES 


6 Tornado Drill: John A. Taft 


March, 1960 © Volume 89, Number 3 


16 HM Salutes Ralph Chester Williams, M.D. 
22 The Negro Physician and Hospital Staffs: 


W. Montaque Cobb, M.D. 


37 Hospital Public Relations Contests 
The Helicopter Hospital: Charles U. Letourneau, M.D. 


It’s Time for the Hospitals to Lead: Albert R. Sargent 
A New Philosophy: William A. Kozma 

The Hospital and the Community: Ralph L. Perkins 
Disaster Plan and Drills: Steve J. Soltis 

Effective P.R. Letters: Edmund J. McTernan 


Emergency Evacuation and Exit Drills: Robert T. Palmer 


Control of Visitors 


Draft — What, How, Why, Part II: Daniel M. Roop 
Hospital Credit Unions: Richard W. Gerard and 


Robert J. Jannereth 


Better Cost Studies: David W. Stickney 


Avocados: Ilma Lucas Dolan 


Hospital Outpatient Dispensing: Daniel F. Moravec 
Resilient Tile Floors: William Mueller 
Brainstorm Catalogue: Mary Helen Anderson 


Writing Research Papers: Sister Aloysius Marie 
Why a Purchasing Agent in a 60-Bed Hospital: 


Donna Hoskins 


Operating Room Safety and Flammable Anesthetics: 


Roy Hudenburg 


A Safety Program: Alvin Z. Hamburg 
Development of Staff and Volunteer Relationships: 


Philomena F. Kerwin 


DEPARTMENTS 


Accounting-Records 60 
ACHA Activities 59 
Bluestone Column 132 
Books 28 

Calendar, Hospital 26 


Central Service 88 

Classified Advertising 130 
Consulting with Doctor Letourneau 18 
Engineering-Maintenance 58 

Food and Dietetics 74 


Guest Editorial 22 
HM Salutes 16 


Hospital Accounting with 
Professor Martin 14 


Housekeeping 84 


How’s Business 8 
Index to Advertisers 133 
Law 30 

Management Aids 129 
Medical Records 32 


Menus 76 

NAHPA Newsletter 105 
Nursing 114 
Pharmacy 80 

Product News 126 


Purchasing 64 
Recipes 78 

Reprints Available 109 
Small Hospital Clinic 6 


Washington Bureau 20 
Who’s Who 34 
X-ray and Laboratories 96 





Tornado Drill! 


by John A. Taft, Jr. 


Assistant Administrator 
Delnor Hospital 
St. Charles, Illinois 


® LAST FALL, the city of St. Charles, Se a 
Ill., held a community-wide disaster oe . a 
exercise in the form of a simulated The “tornado” struck the high school 
tornado. The key participants were at 11:15 a.m., and the first of 
= the local 61-bed Delnor Hospital, about 60 casualties arrived 20 

Oo . the public high school, the police, minutes later at the receiving 

fire and maintenance departments, and sorting station, located at a 

right coordinated by the local Civil De- church opposite the hospital. Here 


fense Corps. all of the casualties were tagged. 


from 
the 
beginning 


.. with 
Ident-A-Band 


In identification, it’s important to 
be right — right from the beginning. 
You can be sure a patient is cor- 
rectly identified when you apply 
Ident-A-Band in the Admitting 
Office . . . before he goes to his 
room, before specimens are taken, 
before lab tests are made . . . be- 
fore an error has a chance to slip in. 

If you want to be positive (and 
otherwise, why identify?) you must 
be sure the identification cannot be 
altered, washed away or transferred 
to another patient. Only Ident-A- 
Band gives you this assurance — the 
assurance of being right. 


the original 
the positive 


ident-A-Band“ 


Minor wounds were treated at the church. The rest of the casualties 
were then transported to the hospital, where they were taken by 
litter to predesignated treatment centers on the ground floor. 
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Casualties were treated by teams of 
doctors and nurses (with clerks as- 
signed to each team) in separate 
treatment centers for burn, shock, 
fracture, surgery and medicine. 
Necessary diagnostic 

. services were also available. 
school 


Shown above is one of the 
many staff doctors examining 
one of the casualties. 


The exercise became the occasion for on-the-spot instruction 
in the disaster aspects of nursing care. 
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To the left, in addition to internal 
traffic control, the public infor- 
mation and message centers were 
operated by the Woman’s Auxiliary 
of the hospital. The city police 
provided external traffic control. 


The initial treatment phase of this 
disaster exercise was completed by 
1:00 p.m., the casualties were sent 
back to school, and the disaster was 
over. All who participated agreed 
that the community was better pre- 
pared—should the real thing come 
along. * 


USE DIACKS 
EVERY DAY 


*‘When you use Diacks 
every day 
All your worries clear 
away 
With a Diack in the 
middle 
Pack sterility is 


no riddle.’’ 


Go back to the first prin- 
ciples of cleanliness and 
sterility and you will con- 
trol the staph problem. 


SMITH & UNDERWOOD, Royal 
Oak, Michigan . . . Sole manu- 
facturers of Diack Controls and 
Inform Controls. 


Dependable Diacks— 
Since 1909 








For more information, use yellow postcard inside back cover. 








how’ Business? 


CHARGES (PER BED) VS. EXPENSES 





® THERE WAS A TIME when hospitals purchased services 


for patients from outsiders such as special nurses, pri- 
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vate ambulances and others. This practice is not as 


- 
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prevalent as it was. Last month we asked our par- 
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ticipants if they maintained “agency accounts” for 
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services bought for the patient. 
Eighty percent of our replies indicated that hospitals 


do not consider themselves responsible for handling 
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such services and that they are bought and paid for 
independently of the hospital. 
Of those who do handle them, about one half pro- 
EXPENSES (OCCUPIED BEDS: vide for “agency accounts” while the remainder bill 
—~————— CHARGES ‘OCCUPIED BEDS) the charges directly to the patient’s account. e 


~+—+—+—+—+ EXPENSES (TOTAL BEDS) 
srsvenssster essere CHARGES (TOTAL BEDS) 
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Average Monthly Occupancy E Average Length of Patient Stay 
(on 100 percent basis) M 5 } (in days) 
September, 1958 
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November, 1958 ; 9 ‘ August, 59 
December, 1958 September, 1959 
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AVERAGE MONTHLY OCCUPANCY OF HOSPITALS 
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Average Operating Expenses Average Patient Charge_ Per 


Average Operating Expenses Average Patient Char Beds) 


es 
Per Occupied Bed Per Month Per Occupied Bed , xd Month Per Bed Per Month (Total Beds) Bed Per Month (Tota! 


November, 1958 9 November, 1958 t November, 1958 
December, 1958 .. : . December, 1958 i December, 1958 .. 


r, 19 ree J e Eiey p) * .. 
November, 1959 943.55 November, 1959 1017.72 November, 1959 i November, 1959 
December, 1959 December, 1959 1049.82 December, 1959 ‘ December, 1959 
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RENDs In Patient Room Furnishings 


Save Valuable Floor Space —Achieve New and Distinctive Effects in Interior Design. 


Hospitals, like people, assume a certain distinctive 
character or individuality which can be favorable or 
unfavorable from the viewpoint of the public. 


Many hospitals have found that a slightly out-of- 
focus image can be corrected by creative equipment 
selection and arrangement, embodying the best prin- 
ciples of modern interior design. 


Custom-designing An Impression. The 
most lasting memories impressed upon the mind of 
patient or public are visual. The apparent size of the 
room, its drapes, furniture, walls, etc. These are things 
tliat can be controlled from start to finish, as many 
hospitals have learned; and, by this means, the exact 
impression they wish to make upon public, patient 
and their own staff alike is likewise controlled. 


Equipment—Important Element of De- 
sign. Equipment selection and arrangement is the 
most important means of creating hospital interiors 
of outstanding distinction and merit. Our new Valette, 
for example, is often selected because it eliminates the 
old wardrobe that occupied so much floor space, as 


Eliminate loose furniture and old-fashioned sinks 

with these custom-built wardrobes and casework 

units, which combine wardrobe, vanity, sink, dresser, 
lockers and linen storage. May be recessed in the 
wall. Available for private, semi-private, three- or 
four-bed rooms. Select any part or complete facilities. 
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well as the large, old-fashioned dresser. The patient 
is both amazed and pleased that his entire belongings 
can be kept together at his bedside along with the 
usual hospital utensils, etc. 


The Queen of Angels Hi-Low Bedside Cabinet is 
another excellent example of equipment designed to 
save space, yet embody the functional convenience 
that nurses and patients appreciate so much. 


Color and Texture. Color and Texture are 
the most important tools used by the interior de- 
signer in establishing the all-important esthetic values 
which are receiving more and more attention in 
modern planning. These are inescapable, and must be 
dealt with wherever they are found in equipment, 
floor, walls, drapes and accessory items. They can be 
changed or altered without limit, but decisions must 
be made. 


Selection and arrangement of colors and textures 
should be left to those experienced in this field, if the 
most desirable results are to be expected. This is, in 
fact, a specialized field in itself. 


Let Aloe Help You Plan. Aloe Equipment 
Planning and Interior Design Department is staffed 
by consultants experienced in all aspects of interior 
design and are available to assist you at all times. 
Our planning staff is prepared to suggest equipment 
lists and work directly with you in achieving custome 
type interiors suitable to your hospital alone. 


Write or see your Aloe Representative for complete details. 
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A. Ss. ALOE COMPANY 


DIVISION OF THE BRUNSWICK-BALKE-COLLENDER COMPANY 
1831 Olive Street, St. Lovis 3, Mo. 
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EVEN IN “SEEMINGLY HOPELESS CASES” 
INVOLVING “HOSPITAL STAPH”... 


“It would appear, therefore, that from this limited experi- bial agents, will be of clinical value in a certain number of 
ence with 17 desperately ill patients, parenteral novobiocin staphylococcal infections.” 

9.53 [Alamycin] is therapeutically effective and offers a reason- Colville, J. M.; Gale, H. H.; Cox, F., and Quinn, E. L.: Antibiotics 
able expectation of a favorable response even in seemingly Annual 1957-1958, p. 920. 


” 
ess Cases. 


M. W.: Am. J. M. Se. 236:330 (Sept.) 1958. The use of Albamycin has not been accompanied by systemic 


: : Oi toxicity — renal, hepatic, or hematopoietic. Side effects (such 
4.4 a agg nada tate eet oe as skin rash) have been minor in nature, and those that do 
1.90 a : Sait : nn x aroha - "occur are easily managed." 

f ult therapeutic problem. ...It would appear that novo 1. Garry, M. W., op. cit. 2. Editorial, New England J. Med. 261:152 (July 
68 joc .n [ Albamycin ] , like other broad-spectrum antimicro- 16) 1959. 3. Nunn, D. B., and Parker, E. F.: Am. Surgeon 24 :361 (May) 1958. 
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New Way to 
Stop Faucet Leaks! 


% 9-in-10 washers are fastened with TOO 
LONG or SHORT SCREWS thus loosen and 
destroy themselves. Leaks quickly follow! 


34 YEARS OF RESEARCH 
REVEALS NEW SOLUTION 


& New, patented ‘Sexauer’ SELF-LOCK screws 
have imbedded expanding NYLON PLUG. 
They lock at required depth AUTOMATI- 
CALLY, hold washers firmly! Made of MONEL, 
they are rustproof, non-corroding. Heads 
can’t twist off. Screw slots can’t distort. 


%& NEW, improved ‘Sexauer’ EASY-TITE faucet 
washers are made of super-tough, pliable 
du Pont compound (not rubber or fibre). 
Reinforced, like a tire, with a vulcanized 
layer of Fiberglas, they resist distortion 
and splitting from shut-off grind and 
squeeze. 


% Faucet leaks repaired with ‘Sexauer’ EASY- 
TITE washers and SELF-LOCK screws out- 
‘last ordinary repairs “6-to-1"! 


HIDDEN COSTS OF FAUCET LEAKS! 


Hackensack, N.J. Water Co. and Ameri- 
can Gas Association figures prove stopping 
just ONE PIN-HOLE SIZE (1/32”) LEAK 
saves you 8,000 gal. water quarterly. A HOT 
WATER FAUCET LEAK repair saves you 
over $7.58 QUARTERLY in fuel and water 
bills. Fewer leaks also produce important 
Savings on MATERIALS, LABOR and 
COSTLY FIXTURE REPLACEMENTS! 


A ‘Sexauer’ Technician will make avail- 
able our NEW Catalog, Edition “J”, listing 
our entire line of over 3,000 TRIPLE-WEAR 
plumbing repair parts and tools. He will 
survey your fixtures, determine the repair 
parts needed and establish 
an efficient stock arrange- 
ment and control to prevent 
costly overstocking or 
shortages. You get this 
service without obligation. 

Act now! 


¥ J. A. Sexauer Mfg. Co., Inc., Dept. AF-30 
k 8 3503-05 Third Ave., New York 51, N.Y. 
Please send mea copy of your Catalog ‘‘J” 


Name 





Title 








ee eee oe oes a 





Zone State 
Co oe 


- pews eeeeen 








hospital accounting 


with Professor T. LeRoy Martin 


Accounting Controls 


for Fund Raising Drives 


Inquiry: 


What accounting and other con- 
trols over the receiving of con- 
tributions are considered necessary 
if solicitations for a construction 
fund for a hospital are to be made 
both by mail and by personal visit? 


Comment: 


Any control procedures estab- 
lished in connection with solicita- 
tions for contributions should pro- 
vide steps designed to prevent er- 
ror as well as possible intentional 
misappropriation of funds. These 
problems are frequently presented 
to public accounting firms. The rec- 
ommended procedures discussed 
below are those considered de- 
sirable by most auditors. 

Prenumbered receipt books pro- 
vided with original, duplicate and 
triplicate copies should be _ pre- 
pared and if feasible the purpose 
of the solicitation should be im- 
printed thereon. The receipts should 
also be labelled “temporary.” Trip- 
licate copies permit the solicitor to 
keep the triplicate, while the orig- 
inal is presented to the donor and 
the duplicate returned to the cam- 
paign headquarters. A permanent 
receipt should be mailed from the 
campaign office. A carefully pre- 
served record of receipt books in- 
cluding numbers therein and solici- 
tors to whom issued should be pre- 
pared. When the campaign is com- 
pleted or, if the campaign runs 
over a long period of time, at cer- 
tain designated times, all issued 
and unissued receipts should be 
reconciled with cash receipts. The 
reconciliation is preferably pre- 
pared by the use of “check-off” 
sheets which contain listings of all 
the numbers of all receipts included 
in the receipt books. As temporary 
receipts are sent in by the solicitors 
their numbers should be crossed 
off the check-off sheets. In the final 
reconciliation all numbers remain- 


For more information, use yellow postcard inside back cover. 


ing open should be compared with 
unused receipts in the receipt books 
returned. In this way it is possible 
to account for each temporary re- 
ceipt and reconcile the total of each 
solicitor’s receipts with the amount 
of cash remitted by him. 

The possibility that money will 
be collected without the issuance 
of a receipt and thus lead to error 
or to misappropriation of funds may 
be minimized by stating in each 
mail request, each piece of litera- 
ture relating to the campaign and 
each advertisement that the donor 
will receive a temporary receipt 
from solicitors and that a permanent 
receipt suitable for support of an 
income tax deduction will be mailed 
from headquarters. Such procedure 
should impress both the donor and 
solicitor with the control procedure. 

When the solicitations are ex- 
pected to result in a large volume 
of cash being received through the 
mails, it has been found desirable 
to arrange for a special post office 
box. Solicitors should be provided 
with specially addressed envelopes 
for use of contributors and for 
mailing in his own collections when 
necessary to do so. Arrangements 
should be made for two campaign 
workers or supervisors to open the 
special post office box and to make 
lists of all copies of temporary re- 
ceipts including the receipt num- 
bers, amounts shown on the receipts 
and the amount of cash included 
in the mail. These procedures per- 
mit the special contributions to be 
accounted for without the cash be- 
ing intermingled with other hos- 
pital receipts. 

It may be desirable to open a 
special bank account. In any in- 
stance, all receipts should be de- 
posited daily and each daily de- 
posit should be supported by a list 
of donors and amounts contributed. 

Good administrative practices will 
include the bonding of all em- 
ployees who handle funds. a 
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The traditionally sharper carbon steel B-P RIB- 
BACK Blades in the contemporary sterile 
packages, designed for time-saving convenience. 
Individual unopened packages are ready for auto- 
claving—if desired. 

The uniformity with which these individual, 
puncture-resistant, reinforced foil packages can 
be opened is a further safeguard of blade sterility. 


Ask your dealer 


BARD-PARKER COMPANY, INC. 
BP DANBURY. CONNECTICUT 


A DIVISION OF BECTON, DICKINSON AND COMPANY 





B-P RIB-BACK Blades are also 
available: RACK-PACK packages or 
6 Blades of a size in rust-resistant 
wrappers. 


Dhar 


B-P « IT'S SHARP » RACK-PACK + RIB-BACK are trademarks 
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«Nm» salutes 


Ralph Chester Williams, M.D. 


Public Health Research Coordinator 
Department of Public Health 
Georgia 


® DR. RALPH C. WILLIAMs is a distinguished public health 
physician who presently holds the appointment of pub- 
lic health research coordinator for the state of Geor- 
gia’s Department of Public Health. This is the second 
position which he has held since his retirement in Janu- 
ary 1951 from the U.S. Public Health Service after 33 
years of active duty. 

Doctor Williams is a native of Alabama and obtained 
his education in that state graduating in medicine from 
the University of Alabama in 1910. After serving in the 
field for the Alabama State Health Department in the 
campaign for the eradication of hookworm, he entered 
the public health service of the U.S. in 1917. He had a 
variety of assignments including bubonic plague control 
duty in New Orleans, Louisiana; Beaumont, Texas and 
Tampico, Mexico. 

A distinguished writer in his own right, Doctor Wil- 
liams was editor of Public Health Reports for nine years 
and served variously as district director and in a gen- 
eral administrative capacity over the medical care 
activities of the public health service. 

After his retirement from the Public Health Service, 
Doctor Williams served as director of the Division of 
Hospital Service of the Georgia Department of Public 
Health and established a magnificent record for this 
department which he built into one of the most effec- 
tive state hospital divisions in the United States. 
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His success in the education of hospitals trustees is 
nothing short of phenomenal and his program in this 
area of hospital work is second to none anywhere in 
the United States. 

Soon after coming to Georgia, he concentrated upon 
the licensing of small hospitals and nursing homes and 
stimulated the development of a course in hospital 
administration in the Georgia State College of Busi- 
ness Administration. His efforts were crowned with 
success and there has been an average of more than 
20 students graduated from this course each year since 
its inception in 1952. Practically all of those who have 
completed the course are now employed in hospital 
administration or related fields throughout the south- 
eastern states. 

Doctor Williams is a diplomate of the Board of Pre- 
ventive Medicine and has served as president oi the 
American Association for Hospital Planning. He is 
author of “The U. S. Public Health Service 1798-1950” 
which is the only history of the service that has been 
published. He is the senior author of “Nursing Home 
Management,” published in 1959, which is the first book 
dealing exclusively with the establishment, organiza- 
tion and management of nursing homes and homes for 
the aged. 

With this salute HOSPITAL MANAGEMENT desires to 
recognize the magnificent contributions of this fine 
public servant, and to wish him well in his lates! en- 
terprise and in all future enterprises. 8 
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CONSULTING 


with Doctor Letourneau 


Contributions from Suppliers 


QUESTION: We are having a 
fund raising campaign. Our fund 
‘raising counsel has advised us 
to write to each of the suppliers 
of our hospital and solicit funds 
from them according to the 
amount of business which the 
hospital has been giving them. 
Somewhere I read that it is un- 
ethical to do this. Can you please 
advise us? 


ANSWER: It is highly improper to 
“shake down” suppliers just be- 
cause they happen to sell materials 
to the hospital. If suppliers had to 
contribute to each hospital that they 
service, they would have to add a 
certain amount of money to the cost 
of their goods. In the long run, this 
would result in the hospital con- 
tributing to itself. The margin of 
profit taken by most suppliers of 
hospital materials is not large 
enough to allow for donations of this 
kind to every hospital. However, it 
is entirely proper to solicit funds 
from a supplier who operates a fac- 
tory or an establishment in a com- 
munity serviced by the hospital. 


Signature of Record 


QUESTION: A doctor on our 
hospital staff refuses to counter- 
sign the notes made in the medi- 
cal record of his patients by in- 
terns and residents. More than 
this he has had a rubber stamp 
made which says “Read as re- 
quired. This does not constitute 
verification of the correctness of 
this report.” He then counter- 
signs the notes under this stamp. 
Does such a stamp absolve the 
physician of responsibility for his 
patient? 


ANSWER: The physician seems to 
be laboring under a misapprehen- 
sion. He cannot disengage himself 
from responsibility for his patient’< 
care by making such a declaration. 
Evidently this is a teaching hos- 
pital where, attending physicians are 
expected to assume some responsi- 
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bility for training interns and resi- 
dents. If the physician does not 
wish to assume this responsibility, 
he should simply resign from the 
active staff and accept a courtesy 
appointment so as to avoid the re- 
sponsibility of teaching and super- 
vision of young physicians. 


Maternity Charges 


QUESTION: Is it customary for 
hospitals to charge extra for an 
episiotomy, forceps delivery -or 
extensive repair in the delivery 
room? We have recently added 
a $5.00 charge to the ordinary de- 
partment for the delivery room 
if any of these procedures are 
required. Our medical staff ad- 
vises that they routinely do 
episiotomies and feel that this 
extra charge is undesirable. What 
is your opinion? 


ANSWER: I agree with your medi- 
cal staff. It is not standard practice 
to charge extra for episiotomies. 
This is undesirable from a_ public 
relations point of view. 


Volunteer Clinic 


QUESTION: Our hospital volun- 
teers conduct a well-baby clinic 
in our hospital. Does the hospital 
assume any responsibility for 
such an enterprise? 


ANSWER: If the clinic is operating 
under the auspices of the hospital 
and on the hospital premises, the 
hospital must assume responsibility 
for operating it. 


Husbands in Maternity Suite 


QUESTION: We are opening a 
new hospital and we are having 
some discussion with our medical 
staff about the policy of allowing 
husbands in the labor room. 
Could you advise me on this 
question? 


ANSWER: An important segment 
of the medical profession believes 
that the presence of the husband is 
good psycho-therapy for the pa- 





tient. But there is the ever present 
danger of encouraging the spread of 
staphylococcus infection which js 
undoubtedly increased by the pres- 


ence of the husband in the ma.’ 


ternity suite. Some hospitals have 
solved the problem by obliging the 
husband to wear a cap, gown, mask 
and overboots while in the labor 
room with his wife. 


Disposal of Infectious Waste 


QUESTION: Our hospitai has 
garbage chute leading to an in- 
cinerator. We have been in the 
habit of throwing down the chute 
all infectious waste such as 
purulent dressings and sputum 
cups to destroy them. Some of 
our physicians object io this 
practice as being unsanitary. Can 
you advise us? 


ANSWER: All garbage chutes of 
this type should be condemned and 
sealed up so that they cannot be 
used. Disposal of purulent or other 
infectious material should be by 
means of waterproof paper or plas- 
tic bags which should then be trans- 
ported in waste carts to an in- 
cinerator designed to dispose of 
pathological waste. 


Accreditation 


QUESTION: Recently our hos- 
pital was accredited for one year. 
One of the recommendations 
made by the Joint Commission 
on Accreditation of Hospitals was 
that “all clinical entries on medi- 
cal records should be authenti- 
cated and signed by the physi- 
cian and dated (I.C. 2 b 4).” Sev- 
eral members of the medical 
staff do not wish to comply with 
this recommendation but feel that 
it is sufficient to sign the front 
sheet of the patient’s record. Do 
you feel that this may hurt our 
chances of accreditation on the 
next inspection? 


ANSWER: You may be sure that 
the Joint Commission means what 
it says in requiring that “all clinical 
entries on medical records <)ould 
be signed.” I cannot see why your 
physicians object to doing this be- 
cause it is a protection bot! for 
themselves and for the hospital in 
the event of a lawsuit. Bot!) the 
hospital and the physician «re in 
a much better position to d:fend 
themselves if the physician has 
authenticated all the clinical entries 
on the medical record. Unsigned 
records have a limited value to 
prove anything. . 
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Greater promise for survival 


within the “protective shell” of the ISOLETTE® 
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The ISOLETTE® insures every advantage for survival. 


Maximum protection for the tiniest infant requires 
strict isolation and precise control of the incubator 
environment. The IsoLeTTE® Infant Incubator alone 
provides these essentials through “‘well regulated 
warmth and humidity and economical oxygen con- 
centrations in a convenient working area for nurse 
and doctor... The isolation of the patient from his 
neighbors and from the contaminated or ailing doc- 
tor or nurse is an additional safeguard. Intravenous 
cutdowns, weighings, spinal taps and other proce- 
dures are all possible within its protective shell.”! 

For absolute isolation, fresh, pathogen-free, circu- 
lating outside air is made available only by the 


IsoLETTE. When nursery air must be used, addition of 
the new Micro-FILTER to the ISOLETTE incubator pro- 
vides pathogen-filtered air by removing all air-borne 
contaminants down to 0.5 micron in size. Moreover, 
**..a humidity of 80 to 90 percent can be obtained 
only in incubators with forced ventilation (e. g., the 
ISOLETTE).””2 

For additional information about the IsoLeTTE, 
write to AIR-SHIELDS, INC., Hatboro, Pa. or phone us 
collect from any point in the U.S.A. (OSborne 5-5200). 


1. Lynn, H.B.: Postgrad. Med., 22:429, 1957. 
2. Dancis, J.: Postgrad. Med., 22:194, 1957. 


/ AIR-SHIELDS, INC. / A 


Hatboro, Pa., U.S.A. 
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washinGton BUREAU REPORTS 


by Walter N. Clissold 


HOSPITAL CONSTRUCTION GRANTS (Hill-Bur- 
ton) appropriation request for fiscal 1961 is dismal 
$125,000,000. Compares with $101,200,000 asked last 
year; and $185,000,000 appropriated by the Congress. 
Seems likely, from here, that Congress will again give 
a mighty hoist to the budget request. Already, Sen. 
Neuberger (D., Ore.) has hopped into the fray, quoting 
Dr. Howard Rusk’s assayal in the New York Times. 
Undoubtedly, too, Sen. Hill (D., Ala.) who heads the 
all-powerful appropriations committee will be heard 
from in the near future. 


ACTUAL EXPENDITURES FOR HOSPITAL con- 
struction grants during fiscal 1961 are expected to run 
to $161 million, a healthy $17 million increase over the 
current fiscal year. In case you’re confused, because 
the appropriations request was down $60 million, 
expenditures include funds obligated in past fiscal 
years. 


BUDGET REQUESTS FOR OTHER HEALTH areas 
of interest to hospitals, include these: Food & Drug 
Administration $18,241,000, up $2,732,000; Vocational 
Rehabilitation $71,171,000, up $4,833,000; direct medical 
care program of PHS $106,369,000, up $2,319,000; grants 
to States for needy aged, blind, disabled persons & de- 
pendent children $2,083,000,000, up $39,500,000; environ- 
mental health activities $23,350,000, up $6,116,000; Na- 
tional Institutes of Health $400,000,000, no change. Also 
requested by General Services Administration, $23,- 
840,000 for a new FDA laboratory-office building. 


PRINCIPLES FOR PLANNING THE FUTURE Hos- 
pital System,” sums up the four regional conferences 
last year jointly sponsored by PHS and AHA. It’s 
especially valuable to groups concerned with long- 
range area-wide planning. Cost: $1.25, from Govt. 
Printing Office, Washington 25, D. C. Ask for PHS 
Publication No. 721. 


LOANS, Housing & Home Finance, for hospital plan- 
ning: Hall County, Ga., $75,000 for 75-bed addition; 
Two Rivers, Wisc., $23,500 for new 54-bed hospital & 
conversion of present facility; Gainesville, Ga., $7,500 
for nursing school & dormitory; for college housing: 
Univ. of Alabama Medical Center, Birmingham, $1- 
555,000 to house 128 students & faculty families. 
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RADIATION STUDIES only will be conducted at a 
new biomedical research facility approved for the Na- 
tional Naval Medical Center, Bethesda, Md. Wii!l be 
used by all military departments and government 
agencies to get urgently needed biomedical radiation 
effects data and find methods for preventing radiation 
sickness following cancer treatment, to advance train- 
ing of personnel, and application of nuclear energy for 
medical therapeutics. 


DRUG PROBE by Senate Subcommittee seems ikely 
to grind on, and on, and on through most of the spring 
and possibly into summer. Little is being accomplished, 
except plenty of publicity which seems almost sure to 
harm someone. Hospitals, too, may get irito the act 
before the last round is over. Senate Minority Leader 
Dirksen (R., Ill.), meantime, challenges and sees to 
inhibit Subcommittee Chr. Kefauver’s free-wheeling 
probing which costs the taxpayers and companies 
plenty and “produces little.” 


NURSING HOME ADVISORY COMMITTEE oi the 
Federal Housing Administration met in January and 
was presented with a proposed program for Nursing 
Home Mortgage Insurance. 


PROFESSIONAL NURSES with bachelor degrees are 
eligible for special predoctoral fellowships from the 
PHS. Detailed information is obtainable from Div. of 
Nursing Resources, PHS, Dept. of Health, Education, 
& Welfare, Washington 25, D. C. 


LAST CALL — March 1 is the deadline for applications 
from professional health workers for public health 
graduate training for the 1960-61 academic year. 
Awards provide stipend for living expenses, tuition and 
fees. 


MENTAL HOSPITAL POPULATION (277 institutions) 
was 542,721, end of ’59, down 2,142 from 58. Admis- 
sions, however, continue to rise. Increase in general 
hospital treatment of psychiatric patients is noted in 
Natl. Institute of Mental Health report; 500 today vs 
only 48 twenty years ago. More than 1,000 general 
hospitals now accept mentally ill patients (including 
short term). Some 1,400 outpatient clinics also offer 
psychiatric service within communities. 


STATE & TERRITORIAL MENTAL HEALTH Author- 
ities, meeting with the SG of the PHS in January came 
up with 15 recommendations. Of special interest to the 
hospital field are these: 1) that general hospitals, par- 
ticularly teaching, be encouraged to admit alcoholics 
for treatment; 2) expansion of community services to 
aid alcoholics, 3) more research on emotional prob/ems 
of children, and 4) development of comprehensive di- 
agnostic & treatment services for the mentally retarded 
integrated with other medical & related services in the 
community. 


PEOPLE: Dr. Arnold B. Kurlander is now assistant 
surgeon general, PHS. Was formerly deputy chief, PHS 
Bureau of Medical Services . . . Byron E. Harter is 
new Congressional liaison officer of HEW, succeeding 
Robert A. Forsythe, now assistant secretary for legis- 
lation. ” 
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FIFTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTION 


ing on the occurrence of flu and flu-like illnesses 

leading rapidly to staphylococcal pneumonia and 
ending in death. By the time you are reading this, influenza 
may have become truly epidemic or it may have started a 
seasonal downtrend. But with its already wide national 
spread mentioned in USPHS-HEW Morbidity and Mor- 
tality Reports as breaking out from Hawaii to British Hon- 
duras—we all realize no precautions can be too stringent. 
Since it is known that influenza virus persists for days in a 
virulent form in the environment, intensive disinfection is 
an essential preventive measure. 


Wie: this letter is being written, reports are increas- 





“Infections have occurred that nothing known to medical 
science at present time will cure. There is also evidence 
accumulated to show the same trend in some other bac- 
teria, especially some of the gram-negative bacilli found in 
the urinary tract. Our problem, though simple, is a big one 
and we have just begun to fight back. These staphylococcal 
infections manifest themselves by wound infections, furun- 
culosis, pneumonia and enteritis. The first two are our 
concern because they are sources of spread of the organ- 
isms and the last two are vicious in their assault on human 
life. The pneumonia and enteritis may kill quickly and 
surely in one to three days.” Arnold W. Lempka, M.D.: 
Nebraska State Medical Journal, October, 1959. 

In the matter of aseptic housekeeping of the operating 
room, Dr. Lempka recommends that “no dusting should 
be allowed. A wet scrub or washdown is in order.” 





Tergisyl®, Lehn and Fink’s combined phenolic disin- 
fectant and detergent, is being used widely and effectively 
for flooding floors and washing down all equipment and 
surfaces in the operating room. Dr. Ralph Adams, Chief 
of Surgery at Huggins Hospital, Wolfeboro, N. H., has 
reported disinfection with Tergisyl as an integral part of 
his established system for controlling infection in the O.R. 
The infection rate was reduced from 2% to .25%. If you 
would like reprints of Dr. Adams’ article from the Ameri- 
can Journal of Nursing (August, 1959), please let us know. 





The importance of “The Committee on Infections” has 
occasionally been discussed by us on this page, or in other 
L&F communications to our hospital friends. Generally, 
we have assumed that you had a committee continually 
evaluating the staph problem and we have offered any 
assistance or information you might find useful from our 
long experience in developing efficient disinfectants for 
hospital use. In his Hospital Management article on infec- 
tions committees, Dr. Charles U. Letourneau has some 
interesting suggestions. As those of us who know Dr. Le- 
tourneau would expect, the article pulls no punches and 
Calls a spade a spade but, as we would also expect, the 
recommendations are well founded and documented. You'll 
find it on page 37 of the February, 1960, issue. 








Successful reduction of staphylococcal infection in a 
28-bed male surgical ward at the British Royal Infirmary 
is reported in The Lancet for November 7, 1959, page 781. 
Infection rate had been 40% on open wounds, with 3.3% 
considered significant because of such complications as 





pneumonia, urinary tract infection, parotitis, enterocoli- 
tis, furunculosis, and wound sepsis originating at operation. 
Introduction of a combination of preventive measures, 
closely studied for two years, resulted in appreciable reduc- 
tion in staph infection, not only in the ward but in O.R. 
infections in patients from the ward. Among precautions 
followed were: disinfection of blankets and pillows, disin- 
fection of dishes and cutlery, use of germicidal hand cream 
by nurses, disinfection of the ward barber’s shaving brushes 
and razors, disinfection of bathtubs. 








Increased use of the term “contamination control pro- 
gram” by hospitals who have begun by concentrating on 
staph infection control, brings us again to some other 
organisms which need control. For instance, the Journal of 
the American Medical Association (January 23, 1960, 
page 329) has a detailed report on a case of postoperative 
endocarditis due to Pseudomonas aeruginosa. In this case, 
recovery followed reoperation and long convalescence but 
the source of infection was never determined. Other ar- 
ticles are mentioned reporting similar infections following 
heart surgery, most of which ended fatally. Bacteremia 
following cardiac catheterization was reported in the June 
4, 1959, issue of the New England Journal of Medicine. 
Studies of the source revealed that disinfection had been 
attempted with substances inadequate to kill the virulent, 
resistant Pseudomonas aeruginosa inside the catheters. 

Lehn & Fink synthetic phenolic disinfectants—-AmphyF, 
O-syl®, and Lysol® disinfectants, and Tergisyl® detergent- 
disinfectant are all highly efficient against Pseudomonas 
aeruginosa. In addition to being pseudomonacidal—all 
Lehn & Fink disinfectants are broad spectrum microbicides 

















Routine decontamination of floors, surfaces, blankets, and 
linens can be one of the most economic, effective, and 
simple control measures against superinfection. Here’s why 
— it reduces the number of organisms available for spread 
by any route—contact, nasal, or airborne—in turn, re- 
ducing excess hospital days and thus reducing hospital 
Operating costs. 





Would you like to have bacteriological data on any of 
the Lehn and Fink disinfectants? You may find these data 
of interest. We shall be glad to send them, along with 
samples of the products requested. If you have any specific 
questions on infection control in your particular hospital 
on which we may help, our research laboratories and 
technical advisors, and I personally, would like to hear 
from you at any time. 


Lhaber Fh 


Charles F. Manz 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
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GUest EdItoRial 


by W. Montague Cobb, M.D. 


Editor 
Journal of the 


National Medical Association, Inc. 
Washington, D.C. 


The Negro Physician 
and Hospital Staffs 


The contributions of the Negro 
physician to American medicine 
have been chiefly in the area of 
service to the people. There have, 
of course, been distinguished in- 
dividuals who stand out for special 
professional achievements. Dr. 
Daniel Hale Williams, founder of 
Provident Hospital in Chicago, per- 
formed the first, or nearly the first, 
operation on the human heart in the 
form of a suture of the pericardium 
following a stab wound in 1893. Dr. 
William Augustus Hinton, late clin- 
ical professor of bacteriology and 
immunology in Harvard Medical 
School, was internationally recog- 
nized for his development of the 
Hinton test for syphilis and his text- 
book on that disease. Dr. Louis 
Tompkins Wright, late director of 
the Department of Surgery and 
president of the Medical Board of 
Harlem Hospital, New York, was 
long the leader of a highly produc- 
tive team of clinical researchers who 
were the first to use the antibiotic, 
aureomycin, in man. Dr. Charles 
Richard Drew, late professor of sur- 
gery in Howard University, was an 
authority on banked blood. He was 
chosen to direct the “Blood for Brit- 
ain” project at a critical time in 
World War II and set up the first 
blood bank of the American Red 
Cross, in recognition of which his 
portrait now hangs in the headquar- 
ters of the American National Red 
Cross in Washington. 
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In the early history of the United 
States, it was difficult for Negroes to 
obtain even a medical education. Dr. 
James McCune Smith of New York, 
the first colored M.D., had to go to 
Scotland for his degree, awarded by 
the University of Glasgow in 1837. 
Then in 1847 Rush Medical College 
conferred the M.D. upon David J. 
Peck. This was the first M.D. re- 
ceived by a Negro in this country, 
and was conferred two years before 
an American medical school gave 
the M.D. to a woman. Great progress 
has been made, however, in expand- 
ing opportunities for medical educa- 
tion for all and in the preparation 
therefore, so that today there are 
about 4900 Negro physicians in the 
United States. But this is only about 
two percent of the total number of 
physicians. Moreover, premedical 
and medical training opportunities 
still present notable deficits. 

During the present century the 
hospital as a health facility has had 
such phenomenal growth in impor- 
tance that now good hospitals are 
held a vital essential for every 
American community. To render the 
service expected of them, today’s 
physicians are expected to have ac- 
cess to good hospitals, not only for 
the care of their patients but also 
for their further training. 

The Negro physician has en- 
countered the same obstacles in se- 
curing hospital staff appointments 
generally as he earlier met in ob- 
taining medical education. After 
Negro physicians began to appear in 


appreciable numbers, they found 
hospital staffs closed to them in all] 
sections of the country, North as 
well as South. Forced thus to rely 
entirely upon themselves and their 
relatively poor communities, they 
developed a number of propriciary, 
semi-proprietary and later volun- 
tary institutions throughout the 
South and in every major city of the 
North. These were the only places 
where they could render hospital 
service and gain hospital experience, 
The march of time has rendered 
most institutions of this type cobso- 
lete but here and there they still 
survive, afford service not otherwise 
available and in some cases repre- 
sent a significant vested interest. A 
few, like Provident in Chicago and 
Mercy-Douglass in Philadelphia, 
have long and honorable traditions, 

Since the enactment of the Hospi- 
tal Survey and Construction (Hill- 
Burton) Law in 1946 and its sub- 
sequent amendments, our hospital 
system, including both tax sup- 
ported and voluntary institutions, 
has been practically rebuilt and tre- 
mendously expanded. As a result 
there are personnel shortages at all 
levels. The number of approved in- 
ternships alone, for example, ex- 
ceeds the annual number of medical 
graduates by about 5,600. 

This excess of internships has 
practically solved the Negro medical 
graduate’s problem at this level. 
Prior to about 1947 he had to intern 
at one of about ten Negro hospitals 
or go without. Today all of the ap- 
proximately 190 colored graduates 
each year can without difficulty ob- 
tain internships in some approved 
hospital. The graduates of Howard 
and Meharry Medical Schools, 
which are predominately Negro, in 


_ former years would be concentrated 


in two or three Negro hospitals. To- 
day they are scattered among ap- 
proximately 55 hospitals all over 
the country and this under the 
“matching plan.” 

Federal policy has outlawed racial 
discrimination in Government insti- 
tutions so that Negro physicians are 
now accepted on the staffs of the 
hospitals of the Armed Forces, the 


‘ Public Health Service and the V.A. 


Among voluntary hospitals on the 
whole, however, and especially with 
reference to attending staffs, prog- 
ress has been slower and much less. 
The situation is a complex one in- 
volving many factors, all of which 
are not racial, and exhibits much 
variation from place to place. 

The public at large in limited de- 
gree is developing an understanding 
and awareness of the probiem. 
There have been widespread efforts 
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IVORY SOAP... 
Mild enough for a baby’s skin! 


—one reason why Ivory is by far the leading soap in hospitals everywhere! 


There are 233 separate tests for mildness and purity that =_—_—_—p_ ppg 


Ivory must pass before it is given the supreme test—baby’s 
tender skin. Of course, Ivory has passed this test, too—and 
with highest marks—for more than 80 years. More doctors | I V O RY 


recommend Ivory than any other soap for both oldand young” | Soap iS 


patients. And today, Ivory has become the leading soap in 
hospitals everywhere. Its gentle lather cleanses thoroughly, 


yet is mild and refreshing even to the most delicate skin. Give Soni vee 
Ivory a trial in your institution. It will quickly win your 
confidence, too! 99*4/;00 % pure® ... it floats 
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in remedial directions, although in 
some localities there is firm resist- 
ance to any change. The demon- 
stration by a Milwaukee hospital of 
successful integration policies as to 
both staff and patients recently de- 
scribed in HOSPITAL MANAGEMENT 
exemplifies what can be done by 
quiet, unobtrusive action on the part 
of liberal individuals. Many surveys 
leading to official pronouncements 
by medical and hospital organiza- 
tions declaring for increased staff 
opportunities for Negro physicians 
have been made in New York City 
without too much result. Chicago 
has a somewhat similar history in 
this respect. Detroit is unique for 
the number of small hospitals 
started there by Negro physicians 
which have expanded to where they 
function as significant units of the 
city’s hospital services. Recently re- 
sponsible groups in Detroit after 
long and exhaustive study have 
called for an end to racial exclusions 
from hospital staffs. Cleveland has 
probably been most successful in 
providing staff opportunities to all 
qualified Negro physicians, since 
political power was used to create 
the first opening there in the form 
of an internship in City Hospital in 
1930. Remarkable strides have been 
made in Washington, D. C. since 
1948 so that both public D. C. Gen- 
eral Hospital and all the major vol- 
untary hospitals have Negro doctors 
on their staffs. 

Noteworthy status has been 
achieved on a merit basis by Negro 
physicians in nonsegregated hospi- 
tals. Since 1957 one has held the 
rank of General Medical Superin- 
tendent in the Department of Hos- 
pitals of the City of New York. In 
1959 two others have been appointed 
Chief of Obstetrics at District of 
Columbia General Hospital and 
Deputy Superintendent at the D. C. 
Glenn Dale Tuberculosis Sanatori- 
um, respectively. Still another be- 
came in 1958 Superintendent of the 
Middlesex County Sanatorium in 
Waltham, Mass. In several instances 
Negro physicians have been elected 
staff presidents of voluntary hospi- 
tals in various localities. In Los 
Angeles, St. Louis, Iowa City and 
many other cities, Negro physicians 
hold responsible posts on the clinical 
faculties of medical schools and are 
respected members of their hospital 
staffs. 

In 1957 the first Imhotep National 
Conference on Hospital Integration 
was called in Washington, D. C. un- 
der auspices of the National Medical 
Association, the Medico-Chirurgical 
Society of the District of Columbia 
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and the N.A.A.C.P. “Imhotep”, the 
name of the Egyptian demigod of 
medicine, means, “He who cometh 
in peace.” It was and is the purpose 
of this continuing annual confer- 
ence, now sponsored by the N.M.A., 
the N.A.A.C.P. and the National 
Urban League, to secure through 
the meeting of minds of representa- 
tives of all hospital, professional and 
community groups concerned fun- 
damental understandings on goals 
and procedures for work on the 
problem. This reasonable approach 
has appealed to the national con- 
science despite misgivings in some 
high places. 

In addition to the moral and hu- 
manitarian values involved are cer- 
tain legal considerations. Voluntary 
hospitals enjoy tax-exempt status 
and are thus public supported to the 
extent of the taxes they would have 
to pay were they private institu- 
tions. This tax-exempt status is in 
recognition of service to the public 
and nothing else. The possibility of 
legal challenge of racial discrimina- 
tion in hospital practices both as to 
patients and _ staff appointments, 
therefore, definitely exists. The 
State of Illinois has a law which 
provides for the loss of tax-exemp- 
tion by a hospital if it is proved to 
have denied a patient admission be- 
cause of race. Three Negro doctors 
in Wilmington, North Carolina, re- 
cently sued for admission to a vol- 
untary hospital there. This case al- 
most reached the Supreme Court 
and may yet do so. Enough was 
brought out in the lower courts to 
indicate a substantial basis for liti- 
gation. 

The possibility of legal challenge 
also exists in respect to hospitals 
which have had aid in new con- 
struction from Hill-Burton funds. 
The law specifically provides that 
the Government shall have no juris- 
diction whatsoever over the admin- 
istration, personnel or operation of 
a hospital once the funds for con- 
struction have been allocated. The 
racial aspect is theoretically covered 
by a so-called anti-discrimination 
clause which provides that, in re- 
gions where separate provisions are 
made for separate population 
groups, the Surgeon General may 
approve a plan which makes “equi- 
table provision on the basis of need 
for facilities and services of like 
quality for each such population 
group in the area.” This is what is 
known as a “separate but equal” 
clause and is of the nature ruled 
unconstitutional in the historic Su- 
preme Court decision of May 17, 
1954, outlawing segregation in edu- 
cation. What has been held uncon- 


stitutional for public education may 
also be unconstitutional in respect 
to the practices of hospitals built 
with the aid of Federal funds. This 
is a legal approach of enormoys 
diffitulty at the moment but dis. 
tinguished and qualified counsel are 
of the opinion that the effort would 
ultimately succeed after many long 
and tedious preliminaries. 

As a matter of fact, the anti-dis- 
crimination clause of the Hil!-Bur- 
ton Act has simply meant preserva- 
tion of the status-quo in the South 
as a recent example in Senator 
Hill’s native State of Alabama has 
dramatically’ shown. In this instance 
the superintendent of the Hale Hos- 
pital in Tuscaloosa and later the di- 
rector of nurses were dismissed for 
allowing white nurses to attend 
Negro patients in discharge of their 
duty to give all the patients the best 
medical care possible. 

Religious and economic influences 
have also been brought to bear upon 
the matter of the appointment of 
Negro physicians to hospital staffs, 
The clearly declared policy of the 
Catholic Church against racial dis- 
crimination has had positive effect 
in Catholic hospitals as widely sep- 
arate as New York and Louisiana. 

In one instance in a major city a 
Negro physician was appointed to 
the staff of a hospital seeking a loan 
for new construction from a labor 
union after it became known that 
the funds would not be forthcoming 
if the hospital’s previous racially re- 
strictive practices were continued. 

Let us hope that common sense 
will render unnecessary extended 
legal procedure or other coercive 
measures. Ralph McGill of the At- 
lanta Constitution in commenting on 
the import of the visit of Soviet 
Premier Krushchev has said, “Basi- 
cally the lesson he taught, or should 
have taught us, is to put our own 
house in order The historical 
reasons (for discrimination against 
Puerto Rican, Mexican, Negro and 
other numerically smaller racial 
groups) have no validity for today 
or tomorrow if we use them to delay 
or refuse to make of America what 
it promises and what it must mean 
in this great, inescapable struggle 
for the minds and souls of men.” 

There is one further point. Popu- 
lation increases faster than doctors 
can be graduated. Hence in ever 
greater proportion our Negro citi- 
zens are going to have to receive 
such medical care as they get from 
non-Negro physicians. The |!atter 
have ample access to hospital facil- 
ities. Why penalize the nonwhite 
physician? ° 
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hospital calendar 


March 


10 . . Wisconsin Hospital Association, 
Schroeder Hotel, Milwaukee, Wis- 


consin. 


. . Louisiana Hospital Association, 
Bellemont Motor Hotel, Baton 
Rouge, Louisiana. 


. New England Hospital Assembly, 
Statler-Hilton Hotel, Boston, Mas- 
sachusetts. 


. Kentucky Hospital Association, 
Kentucky Hotel, Louisville, Ky. 


31-April | Georgia Hospital Association, 
Jekyll Island, Georgia. 


April 


. Ohio Hospital Association, Vet- 
erans Memorial Building, Colum- 


bus, Ohio. 


. Pennsylvania Association of Med- 
ical Record Librarians’, Governor 
Hotel, Harrisburg, Penn. 


. Institute for Medical Record Li- 
brarians, sponsored by South 
Dakota Association for Medical 
Record Librarians, Park Hotel, 
Madison, North Dakota. 


. Carolinas-Virginias Hospital Con- 
ference, Roanoke Hotel, Roanoke, 
Virginia. 


. . Association of Western Hospitals, 
Statler Hilton Hotel, Los Angeles, 
Calif. 


. Illinois Nursing Home Association, 
Wagon Wheel Lodge, Rockton, 
Illinois. 


. . New Jersey Hospital Association, 
Hotel Dennis, Atlantic City, New 


Jersey. 


. Hospital Association of New York 
State, Hotel Claridge, Atlantic 
City, New Jersey. 


. Middle Atlantic Hospital Assem- 
bly, Convention Hall, Atlantic 
City, New Jersey. 


. Hospital Association of Pennsyl- 
vania, Convention Hall, Atlantic 
City, New Jersey. 


For more information, use yellow postcard inside back cover. 


27-29 . . Mid-West Hospital Association 
Municipal Auditorium, ansas 
City, Missouri. 


lowa Hospital Association. Hote! 
Roosevelt, Cedar Rapids, {owa, 


. Tri-State Hospital Assembly, Pal. 
mer House, Chicago, Ill 


. Southeastern Hospital Con‘erence, 
Deauville Hotel, Miami Beach, 
Florida. 


. National Geriatrics Society, Deau- 
ville Hotel, Miami Beach, Florida. 


. Texas Hospital Association, Me- 
morial Auditorium, Dallas, Texas. 


. Massachusetts Hospital Associa- 
tion, The Statler-Hilton, Boston, 
Massachusetts. 


. . Upper Midwest Hospital Confer- 
ence, Minneapolis Auditorium, 
Minnesota. 


. . Tennessee Hospital Association, 
Peabody Hotel, Memphis, Ten- 


nessee. 


30-June 2 Catholic Hospital Association, 
Municipal Auditorium, Milwaukee, 
Wisconsin. 


June 


20-22 . . Mississippi Hospital Association, 
Hotel Buena Vista, Biloxi, Missis- 


sippi. 


26-July 2 American Physical Therapy Asso- 
ciation, Penn-Sheraton Hotel, 
Pittsburgh, Penn. 


Comite des Hopitaux du Quebec, 
Provincial Exhibition Grounds, 
Quebec City, Quebec, Canada. 


August 


29-Sept. | American Hospital Asscciation, 
Civic Auditorium, San Fr=ncisco, 
California. 


September 


2- 3... National Association of Hospital 
Purchasing Agents, San Francisco, 
California. 
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BOOKS 


Law of Medical Practice 


by Burke Shartel and Marcus L. Plant. 
Charles C. Thomas, Publisher, Springfield, 
illinois, 1959. pp. 445. $12.50 


® THIS Is A MONUMENTAL WORK pub- 
lished in a double sized book which 
would probably add up to about 
1000 pages in a regular size book. 
The authors have done a tremendous 
amount of research and the book is 





well annotated. It is frankly aimed 
at the medical profession. In general 
it covers the physician’s professional 
services, his compensation for med- 
ical care, liability for malpractice, 
licensure, business transactions, 
public duties and liabilties. There is 
a final chapter on the operation of 
the legal system in the United 
States. 

The authors lack medical back- 
ground and so do not write for doc- 
tors. Many of the fine shades of 
meaning and distinctions in the book 
may be lost on the average doctor. 
But to the attorney who is engaged 
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in medical and hospital legal work 
it is a gold mine of information 
which may save many hours of te- 
dious research. 

The references to hospital-physi- 
cian relationships are disappointing- 
ly superficial. Some of the cases 
quoted are already out of cate or 
have been superseded by legislation 
(e.g. the Gogebic County Case), 
Much weight is also given to the 
document of mutually acceptable 
principles of relationship agreed up- 
on by a joint committee of the 
American Medical Association and 
the American Hospital Association, 
which has no legal standing at all 
and should not be interpreted as 
law even though it is quoted. 

Despite these minor flaws, the 
book is a brilliant success written by 
two men who are acknowledged au- 
thorities in this field. It should be an 
asset to every hospital attorney and 
administrator. 


Highly recommended. C.U.L. a 


Nursing Home Management 


by Ralph C. Williams, etal. F. W. Dodge 
Corp., New York, 1959. pp. 230. $8.50. 


™ THIS IS THE FIRST BOOK to be pub- 
lished in the field of nursing home 
administration. It has a fairly wide 
scope and, in fact, it may be too 
wide. It covers organization, man- 
agement, nursing care, recreational 
programs, food service, housekeep- 
ing, laundry, maintenance and per- 
sonnel materials and all this in 230 
pages. 

But since it is the only book on 
the subject, it should be very useful 
to all administrators of nursing 
homes as well as government licens- 
ing agencies and other persons who 
may be required to plan nursing 
homes. C.U.L. & 


Food Values in Shares and 
Weights, second edition 


by Clara Mae Taylor, Ph.D. The MacMillan 
Company, New York. 1959. pp. 116. illus- 
trated 


® THE INTRODUCTION contains con- 
cise information on the functions 
of essential nutrients; helpful sug- 
gestions for estimating personal cal- 
orie requirements; recommenda- 
tions for setting desirable dietary 
levels for protein, mineral elemen's 
and vitamins. The appendix co:- 
tains height-weight tables for inc:- 
viduals of all ages and growth 
curves for children of school ace. 
Suggestions are given for those who 
wish to reduce or gain weight. 
HVE * 
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hospitals & the Law. 


by Emanuel Hayt, LL.B. 


Visitor to State Hospital 
Cannot Recover Damages 
for Personal Injury in Ohio 


® PLAINTIFF instituted this action 
against the defendants the Ohio 
State University Hospital and the 
Board of Trustees of The Ohio 
State University to recover dam- 
ages for personal injuries allegedly 
sustained by her on October 12, 
1956, while at the hospital. She says 
she was there at the request of the 
hospital because a child who was 
in her custody was to undergo an 


operation. While the plaintiff was 


waiting in a hall near the desk of 
the floor nurse, she punctured the 
palm of her right hand on a spindle 
on the nurse’s desk. The plaintiff 
was directed to the hospital emer- 
gency room where over her protest 
she was administered tetanus anti- 
toxin although a test disclosed that 
she was allergic thereto. She alleges 
that as a result of the defendants’ 
carelessness she developed a vio- 
lent. reaction and various injuries. 

The sole question of law here 
presented is whether these defend- 
ants, the Ohio State University 
Hospital, and the board of trustees 
of the university, are suable in tort. 

The crux of this controversy is 
the significance of Section 3335.03, 
Revised Code, reading as follows: 

“The trustees and their successors 
in office shall be styled the ‘Board 
of Trustees of The Ohio State Uni- 
versity,’ with the right of such, of 
suing and being sued, of contract- 
ing and being contracted, with, of 
making and using a common seal, 
and altering it at pleasure.” 

The grant of power to sue and be 
sued at law and in equity applies 
to such matters only as are within 
the scope of the other corporate 
powers of the defendant, and it does 
not authorize such corporation to 
be sued for a tort. 

As a general proposition, a gov- 
ernmental unit or agency is im- 
mune from liability for torts com- 
mitted in connection with operating 
a hospital where it is operated in 
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the performance of a governmental 
function. If the law of Ohio is to be 
changed to authorize tort actions 
against the state, this important 
question of legislative policy must 
be determined by the General As- 
sembly acting under the thus far 
unused constitutional legislative 
power vested in it by the people 
approximately half a century ago. 
(Wolf v. Ohio State University Hos- 
pital, 10 CCH Neg. Cases 2d 259— 
Ohio) 


Hospital not Obligated to 
Tell Patient Results 
of Tests 


™ DEFENDANT bDocTor, Barksdale, re- 
moved some kidney stones from 
plaintiff in an operation performed 
in 1952 at defendant Vanderbilt 
University Hospital. Subsequent to 
the operation but before plaintiff 
had been discharged from the hos- 
pital, Barksdale x-rayed plaintiff 
and found that he had left the sur- 
gical needle in plaintiff's body. 
Barksdale noted this fact on plain- 
tiffs chart, a record which the hos- 
pital keeps on all of its patients, but 
said nothing of the matter to plain- 
tiff. After the 1952 operation plain- 
tiff suffered intense pain from more 
stones in his kidneys and from the 
needle in his body. Barksdale op- 
erated on plaintiff on four different 
occasions in defendant hospital be- 
tween 1952 and 1955. Still troubled 
with pain, plaintiff consulted an- 
other doctor in 1958 who informed 
him that a surgical needle had been 
left in his body, and that doctor 
performed the necessary operation 
to remove the needle. 

Plaintiff brought an action against 
Barksdale and the hospital. The 


. trial court directed a verdict in fa- 


vor of both defendants. Since no 
confidential relationship exists be- 
tween a patient and the hospital, 
the hospital is under no obligation 
to inform the patient of the results 
of tests, examinations and other 
matters on the patient’s chart, and 


this court held that the trial judge 
correctly directed a verdict in de. 
fendant hospital’s favor. = 

Barksdale’s defense was that the 
statute of limitations of one year © 
had run, barring plaintiff from any 
action for the 1952 operation. This 
court stated that the law waives 
the prescription period when the 


cause of action has been fraudulent. — 


ly concealed by the party responsi- | 
ble for it. Here Barksdale made — 
no attempt to remove the needle or | 
inform plaintiff of its presence. The — 
court reversed the verdict directed 
in Barksdale’s favor and remanded 
plaintiff's action against him to be 
determined by the jury. 

(Sharp v. Barksdale, et «ano. 10 
C.C.H. Neg. Cases 2d 173—Tenn.) 


Medical Testimony Held 
Too Speculative to Prove 
Fall From Wheel Chair 
Caused Death 


™ LESTER E. MYLOTT, a patient in 
King county’s Harborview hospital, 
was injured when an employee of 
the hospital permitted him to fall 
to the floor while he was being 
moved from his bed to a wheel 
chair. Six days later, he died. 

The only testimony relating to 
the fall being a cause of decedent's 
death was that of the witness, Dr. 
Pace. Dr. Pace testified that the 
fractures could have produced a de- 
crease in blood pressure, and that 
the decrease in blood pressure could 
have been a contributing cause of 
decedent’s death. 

It appears to be well settled that 
medical testimony as to the possi- 
bility of a causal relation between 
a given accident or injury and the 
subsequent death or impaired 
physical or mental condition of the 
person injured is not sufficient, 
standing alone, to establish such 
relation. By testimony as to possi- 
bility is meant testimony in which 
the witness asserts that the acci- 
dent or injury “might have,” “may 
have,” or “could have” cause, or 
“possibly did”—words indicating the 
possibility or chance of the exist- 
ence of the casual relation in ques- 
tion and does not include words in- 
dicating the probability or likeli- 
hood of its existence. 

Any finding by the jury that de- 
cedent’s fall was a proximate cause 
of his death would be the result 
of speculation and conjecture, and 
the court properly dismissed the ac- 
tion. 

(Bland v. King’s County, 9 CCH 
Neg. Cases 2d 1371—Wash.) a 
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medical RECOROS 


by Adeline C. Hayden, C.R.L. 


Autopsies in Local Mortuary 


QUESTION: One of our local staff 
physicians performs autopsies at the 
local mortuary due to lack of facilities 
at our institution. The tissues are sent 
to a pathologist who sends a report of 
the findings to the hospital. The 
autopsy report and tissue findings are 
filed on the medical record. Is this 
considered an acceptable procedure? 


ANSWER: Autopsies may be per- 
formed in a local mortuary on 
deaths which occur in your hospital 
providing the physician who per- 
forms the autopsy writes a complete 
report of his procedure and find- 
ings, and the pathologist submits a 
copy of tissue findings for inclusion 
in the medical record. 


Fifth Edition of Standard 
Nomenclature 


QUESTION: When will the Fifth Edi- 
tion of the Standard Nomenclature of 
Diseases and Operations be available? 


ANSWER: The distribution date is 
set for January 1961. 


Data Relative to Birth Certificates 


QUESTION: There has always been 
a doubt in my mind as to just how 
much data should be filed in the med- 
ical record relative to birth certifi- 
cates. The doctor gets a copy. 


ANSWER: The answer is that a 
hospital should always keep a copy 
of all information released. A car- 
bon copy of the official certificate 
should be made and filed in the 
infant’s chart with the original data 
which was given by the parent. By 
filing copies you have proof of the 
information you received, and from 
whom you received the information, 
as well as what was submitted on 
the official certificate. I see no 
reason for the physician to receive 
a copy of this information as the 
hospital is responsible for reporting 
the birth. 
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Access to Medical Records 


QUESTION: Do you consider it ad- 
visable to allow insurance investiga- 
tors free access to medical records 
even though they have a written per- 
mission? 


ANSWER: I recommend that an 
adequately trained individual in the 
medical record department work 
with the investigator and give him 
the required information. All in- 
vestigators are not medically trained 
and it is very easy for them to mis- 
interpret the information written by 
the physician. There is no hard and 
fast rule. The hospital policy must 
govern the action taken. 


Progress Notes 


QUESTION: What should progress 
notes consist of and how often should 
they be written? 


ANSWER: Progress notes are spe- 
cific statements of the patient’s con- 
dition relative to the course of the 
disease from which he is suffering, 
and special examinations made, 
complications, new signs and symp- 
toms, his response to treatment, 
removal of drains, splints and 
stitches, clamps, etc., condition of 
the operative wound, if an infection 
develops it should be noted and 
any other statements pertinent to 
the condition of the patient. Just to 
say “No complaints,” “Condition 
good or fair” is of no value what- 
soever. Progress notes should be 
written as they are justified. Every 


chart must contain progress notes | 


but only the physician can deter- 
mine when they are of value. 


Provisional Diagnosis 


QUESTION: Why must we insist on a 
provisional diagnosis on the medical 
record? We never use it in the medi- 
cal record department. 


ANSWER: Much of the data on the 
medical record is not used in the 
medical record department per se, 


but that is no indication the data 
is not necessary. The provisional 
diagnosis provides information to 
indicate whether precautions should 
be taken to protect other patients 
and to determine to what depart- 
ment the patient is to be assigned, 
It is also a guide to the physician 
in his examination and treatment, 
If the patient had been studied 
prior to admission, the provisional 
diagnosis may be the complete di- 
agnosis and be in agreement with 
the final diagnosis. In some in- 
stances the provisional diagnosis 
may change after complete physical 
and laboratory examinations. 


Deficiency Slip 


QUESTION: We are using a very de- 
tailed, complicated deficiency slip 
which the physicians object to. They 
say we can use a simple one. What do 
you suggest? 


ANSWER: Your physicians are 
correct. The deficiency slip need 
not be a complicated one. From 
your query I would say you are 
using a deficiency slip that is used 
in connection with a medical audit. 
You as record librarian check the 
charts for quantity, not quality. I 
prefer to use a very simple slip as 
illustrated. 


Deficiency Slip 


Attending Physician 
Resident 
Intern 


Incomplete Information 


Chief complaint 
Present illness 
History 

Physical examination 
Progress notes 
Discharge note 
Condition on discharge 
Operative report 
Laboratory report (specify) 
Signature on (specify) 
Other 


Name of Patient 
Hospital Number 
Date of Discharge 
REMARKS: 


This type of deficiency slip is 
very inexpensive. It need not be a 
printed form. It may be mimeo- 
graphed. One sheet of mimeozraph 
paper will accommodate two slips. 
As soon as the deficiencies are cor- 
rected the slip may be discarded. 
It is to be discarded by the record 
librarian, not the intern, resident 
or attending physician. 8 
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FURADANTIN  1000’s 
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Because of the ever-increasing demand for FURADANTIN, this 
new dispensing size is available to you at substantial savings. 


FURADANTIN TABLETS LIST PRICE TO HOSPITALS 


100 mg., bottle of 1000 s240.00 
(saving $30.00 over buying by 500’s) 


50 mg., bottle of 1000 $120.00 
(saving $15.00 over buying by-500’s) 


Your usual discounts apply. 


ie A FURADANTIN Tablets, 100 mg., 1000’s and FURADANTIN Tiab- 
FURADANTIN® : lets, 50 mg., 1000’s will be available only from Eaton Labora- 
brad of nivetuanton 4 tories on a direct basis. Please place your orders directly with 
your Eaton representative or with our Branch servicing your 

hospital. 


NITROFURANS —a unique class of antimicrobials— 
neither antibiotics nor sulfonamides O,N R 


EATON LABORATORIES, NORWICH, NEW YORK 
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whos who 


Atm, Epwarp—has been appointed 
methods engineer of the Methodist 
Hospital, Indianapolis, Indiana. 


Sister ANGELA CLARE—was named 
administrator of Spohn Hospital, 
Corpus Christi, Texas. 


Bairp, Witt1am W.—associate ad- 
ministrator of District of Columbia 
General Hospital, Washington, D.C., 
has been named administrator. He 
succeeds Dr. JosepH K. Owen, who 
has resigned. 


Bock, Louis, Dr. P. H.—has joined 


Gordon A. Friesen Associates, hos-* 


pital consultants, Washington, D.C. 
Dr. Block will be director of sur- 
veys and studies. Prior to this he 
was chief of the Research Grants 
Branch, Division of Hospital and 
Medical Facilities, U. S. Public 
Health Service, and had been asso- 
ciated with PHS for 18% years. 


Louis Block Raymond Pelton 


Petton, Raymonp’ L.—has_ been 
named administrator of the White 
Memorial Hospital & Clinic, Los 
Angeles, California. He was former- 
ly assistant administrator of Hins- 
dale Sanitarium & Hospital, Hins- 
dale, Illinois. He is a graduate of 
Northwestern’s course in hospital 
administration. 


Branpow, Rosert H.—formerly the 
administrative assistant of Aultman 
Hospital, Canton, Ohio has been 
appointed an assistant director of 
the hospital. 


GELPERIN, Dr. ABRAHAM—former 
Kansas City, Missouri health direc- 
tor has been named administrator 
of the Neurological Hospital in 
Kansas City. He is a graduate of 
the course in hospital administra- 
tion, Northwestern University. 


Moser, Witt1aAm O.—assistant ad- 
ministrator of Cone Memorial Hos- 
pital, Greensboro, North Carolina 
has been named administrator of 


postcard inside back cover. 


the Tri-City Hospital in Leaks, ville, 
succeeding Rosert E. Cunpirr. whe 
has resigned. 


CLELAND, CHARLES, PxH.D.—has een 
appointed administrator of the Abi- 
lene State School, Abilene, Texas, 
He was formerly director of psy- 
chiatric services, Austin State 
School, Austin. 


CULBERTSON, GEORGE—has beer: ap- 
pointed administrator of the Ange- 
lina County Hospital, Lufkin, Texas, 
He was formerly associated with 
the Medical Center Hospital, Tyler. 


GILLILAND, DapNney—has been ap- 
pointed administrator of the Tarrant 
County Hospital District which in- 
cludes the John Peter Smith Hos- 
pital and the Elmwood Sanatorium, 
Fort Worth, Texas. 


Hoxtpen, Mrs. Patsy—has been 
named administrator of the Gaines- 
ville Sanitarium, Gainesville, 
Texas. 


PucH, Britt Ray—has been ap- 
pointed administrator of the Ennis 
Municipal Hospital, Ennis, Texas. 
He was formerly personnel direc- 
tor and night administrator of the 
Baptist Memorial Hospital, San 
Antonio. 


SkipmorE, RosBert—resigned as ad- 
ministrator of the Crane Memorial 
Hospital, Crane, Texas. 


SmitH, ARTHUR W.—appointed ex- 
ecutive director of the multi-mil- 
lion dollar program of the Presby- 
terian Home & Hospital and the 
Westminster Place, Evanston, Illi- 
nois. He was previously director of 
the Macon Hospital, Macon, Ga. 


Suckow, Rosert—appointed direc- 
tor of development and public re- 
lations for the Methodist Hospital, 
Indianapolis, Indiana. 


Obituaries 


Butters, R. Bruce—administr:tive 
assistant of White Cross Hospital, 
Columbus, Ohio. 


TuorEK, Dr. Max—internationally 
famed surgeon and founder o/ the 
International College of Surgeons. 

The governments of Argentina, 
Mexico, Peru, Italy, France and 
Greece honored him with awards for 
his services to medicine and human- 
ity. 

He was founder and chief surgeon 
of the American Hospital, Chicago, 
Til. 
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HOSPITAL MANAGEMENT 
PRESENTS THE 1957 
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+ CITATION 
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YOUR HOSPITAL 
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(Ed. Note: C. J. Foley, public rela- 
tions consultant, Wayne, IIl., served 
as consultant to HM on the revi- 
sion of the Contest Rules.) 


= ANNOUNCEMENT, in the January 
issue of HOSPITAL MANAGEMENT, of 
the revised rules and entry require- 
ments for the Hospital Public Rela- 
tions Contests to be conducted by 
this journal generated wide interest 
among administrators and public 
relations directors. Entries in sev- 
eral of the competitions have al- 
ready been received. Four major 
recommendations, recommended by 
judges of previous contests, will 
govern the 1960 program. These are: 
1. Elimination of bed-size as a cate- 
gory in all contests; 2. inaugura- 
tion of the Special Hospital Public 
Relations Project Contest; 3. es- 
tablishment of three awards in the 
Hospital Bulletin Contest; 4. estab- 
lishment of two awards in the Hos- 
pital Annual Report Contest. 
Under the revised program, there 
are actually seven contests: 1. Over- 
All Hospital Public Relations; 2. 
Special Public Relations Project; 
3. Abbreviated Annual Reports; 4. 
Traditional-type Annual Reports; 
Internal Hospital Bulletins; 6. Ex- 
ternal Hospital Bulletins; and, 7. 
Combination-type Hospital Bulle- 
tins. In addition to presenting the 
Malcolin T. MacKEachern Citations 
(bronze plaques) to the top entry 


MARCH, 1960 


in each contest, HOSPITAL MANAGE- 


MENT will continue to provide Hon- 
orable Mention Certificates to other 
entries which the judges vote to be 
deserving of recognition. 

The rules and regulations gov- 
erning the entry of materials in the 
contests, as reported in the Jan- 
uary issue, should be noted care- 
fully. The contest period for all 
competitions is from June 1, 1959 
to May 31, 1960. The deadline for 
receipt of entries by HOSPITAL MAN- 
AGEMENT is midnight, June 6, 1960. 
Material received after this date 
will be considered ineligible. 

Special attention is called to the 
General Information and Instruc- 
tions which apply to all entries. 
Each entry must have an identifica- 
tion sheet or label, glued or per- 
manently affixed, containing the 
following information: 


Name of hospital 

Address 

City, zone, state 

Type of hospital and bed com- 
plement 

Name of administrator 

Name and title of individual 
submitting entry 


In addition to this covering in- 
formation, each contest has specific 
rules and instructions governing 
entries which were also described 
in detail in the January issue. For 
example, each of the three copies 


Public Relations 


Contests 


of an annual report entered in the 
Hospital Annual Report Contest 
must be accompanied by the infor- 
mation outlined above and also by 
the information contained under 
Special Instructions for this par- 
ticular contest. 

The purpose of the contests, dedi- 
cated by HOSPITAL MANAGEMENT to 
the honor and memory of the late 
Malcolm T. MacEachern, M.D., is 
to encourage and foster the im- 
provement of public relations in 
hospitals. All hospitals are invited 
and encouraged to compete, pro- 
vided their entries meet the re- 
quirements governing the contests. 

Entries are to be addressed to: 

Hospital Public Relations 
Contests 

c/o HosprraL MANAGEMENT 

105 West Adams Street 

Chicago 3, Illinois 

Winners will be announced in 
HOSPITAL MANAGEMENT following the 
judging of the contests in June. 
Awards will be presented during 
the American Hospital Association 
convention in San Francisco. 

A reprint of the January HoOs- 
PITAL MANAGEMENT article describ- 
ing the Hospital Public Relations 
Contests for 1960 may be obtained 
without charge on request. HOS- 
PITAL MANAGEMENT will also send, 
if requested, reprints of other ar- 
ticles concerned with previous con- 
tests until the supply is depleted. = 
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The 
Helicopter 


Hospital 


by Charles U. Letourneau, M.D. 


® A REVOLUTIONARY new method of 
transporting medical facilities 
rapidly and of locating them ac- 
curately where they are most 
needed has just been demonstrated 
in the annual exercise of the Army 
medical services of Great Britain. 

Demonstrated for use with mili- 
tary units, the helicopter hospital 
could function equally well in times 
of catastrophe by bringing to a 
disaster area trained teams of medi- 
cal workers who have not been 
subjected to the stress of the dis- 
aster itself. 

The main feature of the mobile 
hospital is, of course, a newly de- 
veloped heavy duty helicopter man- 
ufactured by the Westland Air- 
craft Company which can carry a 
disposable load of 14,000 lb. includ- 
ing fuel. 

This helicopter is called the West- 
minster, a bug-like aircraft, which 
does its work by enclosing a de- 
tachable pod within its four legs and 
carrying it wherever it is needed. It 
is best suited for short trips. Loads 
of five tons can be carried at speeds 
up to 100 knots over a range of 100 
miles. Pods have been designed for 
transporting people, vehicles, stores 


From left to right across both pages— 
The helicopter drops basic pod; 


Interior of pod; scrub area; stretcher area. 


or fuel as may be needed in any 
particular circumstances. 

In the demonstration, the West- 
minster carried a utility pod fitted 
out as a mobile surgical operating 
unit. The pod has a length of 36 by 
8.5 by 10.5 feet and includes every 
piece of equipment necessary to 
perform surgery in the field. 

After the pod is detached from 
the helicopter, it is unfolded into a 
floor area of about 1,500 sq. ft. of 
tents, nearly as large as a standard 
tennis court. Each end has large let 
down doors for rapid unloading of 
the pod if necessary. 

Despite its impressive perform- 
ance in the demonstration, the man- 
ufacturers point out that there are 
numerous ways for more imagina- 
tive use of the helicopter and its 
pod. Its use in warfare, for purposes 


— 


it is fitted with light-weight tent structures; 
equipped operating room in use; 
postoperative case wheeled to adjacent 


hospital tent past soldiers 


waiting to give transfusions. 


of moving mobile surgical units into 
advanced areas, is only one aspect 
of its potential. Its value in civil 
defense and in natural disasters 
seems to be almost limitless. 

The Westminster can make four 
trips over a 25-nautical-mile radius 
in two and one half hours thus 
making it possible to carry the 
essentials of a disaster hospital with 
a single aircraft. Suggested inclu- 
sions in the pod are field kitchens, 
central sterile service, x-ray and 
electric generating equipment. Al- 
ternately the pod can be equipped 
with litter racks capable of holding 
40 patients. 

From a military point of view, the 
mobile field hospital offers the ad- 
vantage of providing surgical serv- 
ices where and when they are most 
needed—at the battleground where 








From left to right—anesthetic area; operating area; recovery area. 


and when the casualties are occur- 
ring. In a rapid advance, field hos- 
pitals have often arrived on the 
scene after the battle was over or 
were confined tactically to rear 
areas which involved long arduous 
ambulance trips for the wounded 
before they could be brought to 
surgery. In the event of an unsuc- 
cessful attack or in a retirement 
situation, it is no longer necessary 
to leave medical units behind for 
the enemy to overrun since the en- 
tire hospital and its most important 
components can be picked up and 
removed to safety on short notice. 

Military experts estimate that a 
British field medical company with 
its attendant equipment capable of 
looking after 100 patients for eight 
days could be transported in four 
pods. Further experimentation will 


undoubtedly reveal other tactical 
uses for the vehicle. Although they 
have not been thoroughly investi- 
gated, the civil defense potentiali- 
ties of the Westminster seem to be 
enormous. Instead of storing emer- 
gency hospitals in warehouses and 
hoping that someone will be around 
who will know how .to use them, 
emergency hospitals can now be 
stored in various multipurpose pods 
in strategic locations near large 
cities or target areas which can be 
picked up at short notice by heli- 
copter and moved quickly to the 
site of the disaster. 

Obviously, some use will have to 
be found for the helicopters other 
than emergency transportation but 
even this does not present insur- 
mountable problems. The helicopter 
is admirably suited to commercial 


uses in peace time for passenger and 
freight carriers. 

Ordinary transport pods for reg- 
ular civilian or military transporta- 
tion could be quickly dropped and 
the emergency hospital pods hooked 
on with even less conversion time 
than it now takes to convert civilian 
aircraft to military transport planes. 

Helicopter transportation is be- 
coming more practical. The present 
vehicles are not easily convertible 
to medical units and lack the flex- 
ibility that will be needed for fu- 
ture emergencies. 

The possibilities of the Westmin- 
ster helicopter and similar multi- 
purpose airborne vehicles will have 
to be studied in greater detail but 
they are certainly worthy of further 
research to exploit their potentiali- 
ties to the fullest. a 








by Albert R. Sargent 
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Children's Hospital 
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It's Time for Hospitals to Lead 


™ DISASTER PLANNING at the hospital 
level is now a requirement of the 
Joint Commission of Hospital Ac- 
creditation. The hospital with writ- 
ten plans tried under actual condi- 
tions, or tested in drill is now able 
to care for casualties once inside the 
hospital doors. The question now 
arises as to how effective the hos- 
pital plan can be without external 
assistance and control. 

In every reported disaster of large 
proportions, one or two hospitals 
are inundated. Crowds gather at the 
scene. Traffic becomes snarled and 
confusion exists. There is no control 
over the removal or disposition of 
casualties and many organizations 
are on the scene in order to fulfill 
their community obligations. They, 
too, add to the confusion. 

In order to prevent this chaotic 
and confused condition, there must 
be a method established to control 
and eliminate it; to call upon com- 
munity services where and when 
they are needed, and provide order- 
ly disposition of casualties to hos- 
pitals to prevent over-burdening of 
one or two. 

What is required to make a com- 
munity action plan effective? 

The method establishing control 
must be a community plan formed 
under the proper governmental 
agency responsible to the commu- 
nity for its activities. 

To provide the necessary author- 
ity the governmental agency should 
establish a committee and request 
each agency in the community (ta- 
ble 1) that may become involved in 





The author has served on the following 
committees for community disaster plan- 
ning: 

Chairman of Disaster Committee of the 
Hospital Council of Western New York. 

Buffalo and Erie County Chapter of Red 
Cross Disaster Committee. 

Combined Disaster Committee of Erie 
County. 

Hospital Council Representative to the 
Erie County Department of Health Disaster 
Committee. 


40 


disaster work to provide a member 
empowered to act for his organiza- 
tion in all matters pertaining to 
the committee’s function. 

However, a committee represent- 
ing all community groups would be 
unwieldy and certain groups in fi- 
nancial competition could not ap- 


point a spokesman for all. (These. 


groups would have to be approached 
singly with predetermined requests 
for the type of assistance required.) 
Therefore, a steering committee 
should be established to include the 
first eleven groups (table 1). This 
group would determine an over-all 
plan of action and form subcom- 
mittees of the other groups to work 
out finer details or their agency’s 
commitment to the plan, which 
should be based on the function of 
that agency. 


Table 1. Community Agencies 





. Law enforcement 
. Fire departments 
. Hospitals 
. Red Cross 
. Department of Health 
. Civil Defense 
. Medical Society 
. Social Welfare Agencies 
. Nurse's Associations 
. Salvation Army 
. Board of Education 
. Business groups supplying 
a) Medical Supplies 
|. Medicines and Drugs 
2. Medical and Surgical Supplies 
b) Food 
c) Clothing 
d) Miscellaneous (Blankets and Bed- 
ding) 
13. Dental Groups 
14. Medical Technician Groups 
15. Conveyance Groups 
a) Bus and Transportation Lines 
pf Truckers 
c) Ambulance 
d) Taxicabs 
15. Communications 
a) Newspaper 
b) Radio and Television 
c) Telephone 
17. Construction Companies 
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A plan of action might develop as 
follows: 

1. Each agency on the steering 
committee should provide, or be 
provided with a two-way voice ra- 
dio on a special wave length along 
with regular channels of communi- 
cations. Civilian defense will give 
matching funds in certain instances 
for this purpose. 

2. The fire department will carry 
out its natural function and assist 
where possible. 

3. The police department will act 
as a communications center to re- 
ceive and dispatch information from 
the scene of the disaster. 

4, The hospitals will submit daily 
reports to the communications center 
regarding patient census. The police 
operator will act as dispatcher for 
casualties. He will route them to 
those hospitals able to handle the 
load and as hospitals report their 
condition, reroute them as _neces- 
sary. The hospitals will also main- 
tain communication with the center 
during disaster operations reporting 
conditions as they arise and re- 
questing aid as needed. 

5. The Medical Society will desig- 
nate or assign physicians to hos- 
pitals and also assign teams of mo- 
bile units to assist at the disaster 
site. 

6. Department of Health will take 
safety measures to protect the 
health of the community when 
necessary and will assist where pos- 
sible in medical aid. 

7. The Red Cross and Salvation 
Army will provide food, clothing 
and housing to victims not injured 
and assist where possible, as need 2d. 

8. Social Welfare Agencies will 
assist in locating families and will 
work in conjunction with the Fed 
Cross where requested. Other cu- 
ties will be performed as deened 
necessary. 


Please turn to page 56 
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= A NEW GENERATION of patients is 
rising with new viewpoints pertain- 
ing to health, doctors and hospitals. 

To this new patient the hospital 
is not a place to go to die, but a 
not too familiar place somewhere 
in town having its own peculiar 
smell and to which one donates 
now and then and from which he 
expects to emerge cured of what- 
ever illness he chanced to have de- 
veloped. 

In purchasing insurance to cover 
his medical needs this new patient 
feels he purchases also the right to 
direct the physician to do his bid- 
di g, and feels the same about the 
ho-pital’s responsibility to him as 
a cuaranteed customer. 

It appears that this type of phi- 
losophy will to some degree plague 
medical and hospital people for 
some time to come. As medical and 
hospital care improves, and as the 
average man finds this care eco- 
nomical through insurance plans, 
or readily available through wel- 
fare agencies, he will demand more 
and more attention. He will want 
medical and hospital procedures to 
adjust to him. 

The patient wants the newest 
scientific miracle passed on to him, 


sometimes even if only he thinks - 


he needs it. If he cannot obtain it 
from one doctor he will shop 
around until he finds someone to 
give him the treatment he thinks he 
needs. Families are most eager to 
consign their sick member to the 
hospital almost as if they want to 
be rid of an unpleasant problem. 
Often this is due to their inability 
to cope with illness of even a minor 
nature. Young mothers panic easily 
at a whimper of pain or elevation 
of temperature. This generation is 
not willing to provide the tender 
loving care in the home as their 
parents were. Instead, and this hap- 
pens more and more frequently, 
they want the hospital to be more 
flexible and homelike, to preclude 
the psychic trauma to the young 
child they send to the hospital. 

Success in spreading the gains 
made by science requires an un- 
derstanding public. The pendulum 
has swung too far, for the public 
today with a little knowledge of 
Science thinks it has all the an- 
swers. In truth we know today’s 
medicine to be dramatic in result 
when judiciously applied but harm- 
ful in many cases when indiscrim- 
inately used. 

The average patient believes good 
medical care to be a right of citi- 
zenship. He is willing to bear the 
low cost of some type of insurance 
but prepares for no emergency that 
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For Today’s Patient 


A New Philosophy 
About Hospital Care 


by William A. Kozma, F.A.C.H.A. 


Brookhaven Memorial Hospital 
Patchogue, Long Island, New York 


might take from him his earning 
power and his insurance coverage. 
This attitude has much« soundness 
since more and more of man’s 
thinking is being done for him. He 
is told what to wear, what to eat, 
where to go for fun by all sorts of 
ads. His rights on the job are han- 
dled by unions, as are his health 
matters in many instances. His fu- 
ture is taken care of by social se- 
curity and often implemented by 
union efforts. The state provides in- 
surance for unemployment, for ac- 
cidents on, and in some cases off, 
the job. His rights are manifold, 
and he has been told to capitalize 
on them whenever necessary. 

Research has helped this attitude 
by its constant forward surge to 
conquer disease. Forty five percent 
of the infectious diseases considered 
fatal in 1935 are no longer common 
killers, and tomorrow’s progress re- 
port may be even more dramatic. 
Today’s patient is aware that many 
skilled technicians and vast sums 
of money are applied daily for his 
ultimate benefit. He is depending 
on this combination to free him of 
disease and in the end to make the 
hospital a place for only the very 
young and the very old. It is his 
hope that the period in between 
will be spent by him in healthy 
pursuit of happiness. 

This generation of patients is in 
an enviable position. There are new 
horizons opening so frequently that 
the dream of a disease-free exist- 
ence could arrive. They become 
impatient patients—for sickness 
takes them out of their everyday 
routine and they cannot understand 
why science has not licked the dis- 


ease presently plaguing them. They 
are scornful of some scientific 


.claims, so they take only mild pre- 


cautions and throw the problem 
back to the research department for 
a solution. 

The difficulty we face in the fu- 
ture is that science may not bring 
advances comparable to those we 
have seen in the past few decades. 
There is always the possibility that 
new diseases may affect mankind 
due to his changing patterns of liv- 
ing, or due to resistive strains of 
bacteria. We may find the hospital 
bed as important as it ever was, but 
with a diminishing understanding 
on the part of the patient for the re- 
sults of medical care are not so 
dramatic. 

The efforts to achieve public un- 
derstanding and support, therefore, 
must be continued. Along with 
pointing to the magnificent accom- 
plishments of science must be a di- 
rected awareness that the goals we 
seek may be quite distant; that new 
problems are constantly arising, and 
that the future can give only the 
same measure of progress as that 
put forth in understanding and 
support by the people. Without this 
constant educative effort we may 
fail in our responsibility to provide 
adequate and effective hospital 
care. This new generation is pri- 
marily concerned with today, and 
the enjoyment of life today. The era 
of the large philanthropic donors is 
fast disappearing, and the future 
contributor must be the average 
citizen who, unless adequately in- 
formed, cannot be expected to un- 
derstand. ® 
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It's Time for Hospitals to Lead 


™ DISASTER PLANNING at the hospital 
level is now a requirement of the 
Joint Commission of Hospital Ac- 
creditation. The hospital with writ- 
ten plans tried under actual condi- 
tions, or tested in drill is now able 
to care for casualties once inside the 
hospital doors. The question now 
arises as to how effective the hos- 
pital plan can be without external 
assistance and control. 

In every reported disaster of large 
proportions, one or two hospitals 
are inundated. Crowds gather at the 
scene. Traffic becomes snarled and 
confusion exists. There is no control 
over the removal or disposition of 
casualties and many organizations 
are on the scene in order to fulfill 
their community obligations. They, 
too, add to the confusion. 

In order to prevent this chaotic 
and confused condition, there must 
be a method established to control 
and eliminate it; to call upon com- 
munity services where and when 
they are needed, and provide order- 
ly disposition of casualties to hos- 
pitals to prevent over-burdening of 
one or two. 

What is required to make a com- 
munity action plan effective? 

The method establishing control 
must be a community plan formed 
under the proper governmental 
agency responsible to the commu- 
nity for its activities. 

To provide the necessary author- 
ity the governmental agency should 
establish a committee and request 
each agency in the community (ta- 
ble 1) that may become involved in 





The author has served on the following 
committees for community disaster plan- 
ning: 

Chairman of Disaster Committee of the 
Hospital Council of Western New York. 

Buffalo and Erie County Chapter of Red 
Cross Disaster Committee. 

Combined Disaster Committee of Erie 
County. 

Hospital Council Representative to the 
Erie County Department of Health Disaster 
Committee. 
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disaster work to provide a member 
empowered to act for his organiza- 
tion in all matters pertaining to 
the committee’s function. 

However, a committee represent- 
ing all community groups would be 
unwieldy and certain groups in fi- 
nancial competition could not ap- 
point a spokesman for all. (These 
groups would have to be approached 
singly with predetermined requests 
for the type of assistance required.) 
Therefore, a steering committee 
should be established to include the 
first eleven groups (table 1). This 
group would determine an over-all 
plan of action and form subcom- 
mittees of the other groups to work 
out finer details or their agency’s 
commitment to the plan, which 
should be based on the function of 
that agency. 





Table 1. C ity Ag 





. Law enforcement 
. Fire departments 
. Hospitals 
. Red Cross 
. Department of Health 
. Civil Defense 
. Medical Society 
. Social Welfare Agencies 
. Nurse's Associations 
. Salvation Army 
. Board of Education 
. Business groups supplying 
a) Medical Supplies 
1. Medicines and Drugs 
2. Medical and Surgical Supplies 
b) Food 
c) Clothing 
d) Miscellaneous (Blankets and Bed- 
ding 
13. Dental Groups 
14. Medical Technician Groups 
15. Conveyance Groups 
a) Bus and Transportation Lines 
e Truckers 
c) Ambulance 
d) Taxicabs 
14. Communications 
a) Newspaper 
b) Radio and Television 
c) Telephone 
17. Construction Companies 
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A plan of action might develop as 
follows: 

1. Each agency on the steering 
committee should provide, or be 
provided with a two-way voice ra- 
dio on a special wave length along 
with regular channels of communi- 
cations. Civilian defense will give 
matching funds in certain instances 
for this purpose. 

2. The fire department will carry 
out its natural function and assist 
where possible. 

3. The police department will act 
as a communications center to re- 
ceive and dispatch information from 
the scene of the disaster. 

4. The hospitals will submit daily 
reports to the communications center 
regarding patient census. The police 
operator will act as dispatcher for 
casualties. He will route them to 
those hospitals able to handle the 
load and as hospitals report their 
condition, reroute them as_ neces- 
sary. The hospitals will also main- 
tain communication with the center 
during disaster operations reporting 
conditions as they arise and re- 
questing aid as needed. 

5. The Medical Society will desig- 
nate or assign physicians to hos- 
pitals and also assign teams of mo- 
bile units to assist at the disaster 
site. 

6. Department of Health will take 
safety measures to protect the 
health of the community when 
necessary and will assist where pos- 
sible in medical aid. 

7. The Red Cross and Salvation 
Army will provide food, clothing 
and housing to victims not injured 
and assist where possible, as needed. 

8. Social Welfare Agencies will 
assist in locating families and will 
work in conjunction with the Red 
Cross where requested. Other du- 
ties will be performed as deemed 
necessary. 


Please turn to page 56 
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® A NEW GENERATION of patients is 
rising with new viewpoints pertain- 
ing to health, doctors and hospitals. 

To this new patient the hospital 
is not a place to go to die, but a 
not too familiar place somewhere 
in town having its own peculiar 
smell and to which one donates 
now and then and from which he 
expects to emerge cured of what- 
ever illness he chanced to have de- 
veloped. 

In purchasing insurance to cover 
his medical needs this new patient 
feels he purchases also the right to 
direct the physician to do his bid- 
ding, and feels the same about the 
hospital’s responsibility to him as 
« guaranteed customer. 

It appears that this type of phi- 
losophy will to some degree plague 
medical and hospital people for 
some time to come. As medical and 
hospital care improves, and as the 
average man finds this care eco- 
nomical through insurance plans, 
or readily available through wel- 
fare agencies, he will demand more 
and more attention. He will want 
medical and hospital procedures to 
adjust to him. 

The patient wants the newest 
scientific miracle passed on to him, 
sometimes even if only he thinks 
he needs it. If he cannot obtain it 
from one doctor he will shop 
around until he finds someone to 
give him the treatment he thinks he 
needs. Families are most eager to 
consign their sick member to the 
hospital almost as if they want to 
be rid of an unpleasant problem. 
Often this is due to their inability 
to cope with illness of even a minor 
nature. Young mothers panic easily 
at a whimper of pain or elevation 
of temperature. This generation is 
not willing to provide the tender 
loving care in the home as their 
parents were. Instead, and this hap- 
pens more and more frequently, 
they want the hospital to be more 
flexible and homelike, to preclude 
the psychic trauma to the young 
child they send to the hospital. 

Success in spreading the gains 
made by science requires an un- 
derstanding public. The pendulum 
has swung too far, for the public 
today with a little knowledge of 
science thinks it has all the an- 
swers. In truth we know today’s 
medicine to be dramatic in result 
when judiciously applied but harm- 
ful in many cases when indiscrim- 
inately used. 

The average patient believes good 
medical care to be a right of citi- 
zenship. He is willing to bear the 
low cost of some type of insurance 
but prepares for no emergency that 
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For Today’s Patient 


A New Philosophy 
About Hospital Care 


by William A. Kozma, F.A.C.H.A. 


Brookhaven Memorial Hospital 
Patchogue, Long Island, New York 


might take from him his earning 
power and his insurance coverage. 
This attitude has much soundness 
since more and more of man’s 
thinking is being done for him. He 
is told what to wear, what to eat, 
where to go for fun by all sorts of 
ads. His rights on the job are han- 
dled by unions, as are his health 
matters in many instances. His fu- 
ture is taken care of by social se- 
curity and often implemented by 
union efforts. The state provides in- 
surance for unemployment, for ac- 
cidents on, and in some cases off, 
the job. His rights are manifold, 
and he has been told to capitalize 
on them whenever necessary. 

Research has helped this attitude 
by its constant forward surge to 
conquer disease. Forty five percent 
of the infectious diseases considered 
fatal in 1935 are no longer common 
killers, and tomorrow’s progress re- 
port may be even more dramatic. 
Today’s patient is aware that many 
skilled technicians and vast sums 
of money are applied daily for his 
ultimate benefit. He is depending 
on this combination to free him of 
disease and in the end to make the 
hospital a place for only the very 
young and the very old. It is his 
hope that the period in between 
will be spent by him in healthy 
pursuit of happiness. 

This generation of patients is in 
an enviable position. There are new 
horizons opening so frequently that 
the dream of a disease-free exist- 
ence could arrive. They become 
impatient patients—for sickness 
takes them out of their everyday 
routine and they cannot understand 
why science has not licked the dis- 


ease presently plaguing them. They 
are scornful of some scientific 


_ claims, so they take only mild pre- 


cautions and throw the problem 
back to the research department for 
a solution. 

The difficulty we face in the fu- 
ture is that science may not bring 
advances comparable to those we 
have seen in the past few decades. 
There is always the possibility that 
new diseases may affect mankind 
due to his changing patterns of liv- 
ing, or due to resistive strains of 
bacteria. We may find the hospital 
bed as important as it ever was, but 
with a diminishing understanding 
on the part of the patient for the re- 
sults of medical care are not so 
dramatic. 

The efforts to achieve public un- 
derstanding and support, therefore, 
must be continued. Aleng with 
pointing to the magnificent accom- 
plishments of science must be a di- 
rected awareness that the goals we 
seek may be quite distant; that new 
problems are constantly arising, and 
that the future can give only the 
same measure of progress as that 
put forth in understanding and 
support by the people. Without this 
constant educative effort we may 
fail in our responsibility to provide 
adequate and effective hospital 
care. This new generation is pri- 
marily concerned with today, and 
the enjoyment of life today. The era 
of the large philanthropic donors is 
fast disappearing, and the future 
contributor must be the average 
citizen who, unless adequately in- 
formed, cannot be expected to un- 
derstand. % 
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Dr. Karl Urbach, chief of anesthesiology section, discusses the anesthesia exhibit 


with the Rotarians. 


National Hospital Week brought them closer together 


The Hospital and the Community 


by Ralph L. Perkins, F.A.C.H.A. 
Administrative Officer 

U.S.P.H.S. Hospital 

Staten Island, New York 


® caN a federal hospital be a part 
of the community in which it is lo- 
cated? The program for National 
Hospital Week for the U. S. Public 
Health Service Hospital, Staten Is- 
land, N. Y., indicates that a govern- 
ment hospital can be a part of the 
community. 


Service Clubs 
Plans for this program were 
started in February at which time 


an invitation was sent to three Ro- 
tary, three Lions and four Kiwanis 
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Clubs on the Island, inviting them 
to have their luncheon meeting at 
the hospital. Since there were three 
or more clubs for each of the organ- 
izations, it was necessary to de- 
termine one day for each of the 
clubs. Each club was requested to 
advise the hospital no later than 
May 1 as to the number of their 
members who would be attending 
the luncheon. Since it appeared that 
approximately 100 members would 
be in attendance each day, it was 
evident that the clubs should be di- 
vided into groups for the tours. It 
appeared that a tour guide could 
handle approximately 30 individ- 
uals and describe any particular 
phase of the operation efficiently to 
that many individuals. Therefore, it 
was planned that the groups would 


tour occupational therapy, physical 
therapy, and a special exhibit show- 
ing the latest equipment used by th« 
anesthesiology department, includ- 
ing “Mr. Chase” on an operating 
table. 

On the day of the visit a hospital 
representative was stationed in the 
lobby with an officer of each of the 
service clubs visiting on that day. 
It was decided that ten hospital 
staff members would act as dining 
room guides and be seated at the 
tables in order to answer any ques- 
tions that the club members migh! 
have. One of the main elevator 
was reserved from 12:15 on, and 
as the individuals’ picked up their 
luncheon tickets they were ushered 
to an elevator. Tables in the dining 
room seat 12 individuals. As soon 
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as 11 club members had entered 
the elevator, one of the hospital 
staff entered, was introduced to the 
group, accompanied them upstairs, 
ushered them through the cafeteria 
line and to their table, and then had 
lunch with them, being available, 
of course, to answer any questions 
which they might have. 

The president of the host club 
conducted the meeting as he would 
any other meeting, with the excep- 
tion of the introduction of the hos- 
pital representatives seated at the 
various tables. This was handled by 
Dr. John N. Bowden, medical offi- 
cer in charge. 

After lunch, the chief of the 
anesthesiology section made a five- 
minute presentation, outlining the 
developments in anesthesia in re- 
cent years and advised the group 
that they could ask any questions 
they desired later on when they 
were touring his exhibit. 

Club members were then divided 
into three groups and advised who 
the leaders of the particular groups 
were. The other members of the 
hospital staff were divided equally 
between the groups and went along 
as members of the rear guard to 
make certain that schedules were 
observed. 

We have learned in previous 
years that timing and adhering to 
a pre-established schedule is ex- 
tremely important since’ three 
groups. would be seeing the same 
area at different times within 45 
minutes. This was explained at the 
time the groups were divided for 
the tours. They were told that the 
“rear guard” would not hesitate to 
cut off questions at any point and 
instruct the group to proceed to the 
next area. It was made clear that 
those who had additional questions 
could assemble after the tour was 
completed and ask questions for the 
remainder of the afternoon if they 
so desired. 

The guides were issued specific 
instructions as to which elevators 
to use and which stairways to use 
in order to eliminate any confusion 
in going from one floor to another. 
Upon completion of the tours, club 
members assembled at the main en- 
trance to the hospital for a group 
photo, copies of which were made 
available to them through the kind- 
ness of a local film supply house. 

Since parking space is at a pre- 
mium in the vicinity of the hospital 
those individuals whe are assigned 
space on the entrance and exit 
drives on the grounds’ were 
requested to leave their cars at 
home on these three days. The club 
members were requested to make 
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use of car pools. By assigning one 
of our station police te supervise 
parking, it was possible to satis- 
factorily park about 30 vehicles on 
the grounds within a _ relatively 
short walking distance of the en- 
trance to the hospital lobby. 


A finished product from the embossograph machine, 





High School Careers 


The superintendent of the high 
schools on the Island was contacted 


Please turn to page III 





Use of the parafin bath is explained to members of the Kiwanis Club 
by Miss Margaret Sillery, physical therapist. 





used in patient therapy, is shown this group by 
Miss Eunice Weber, chief of the occupational therapy section. 
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™ THE DISASTER PROGRAM of the 
Beckley Memorial Hospital has 
moved from paper plans and prac- 
tice drills for hospital personnel to 
a full scale “dry run” disaster in- 
volving many persons and facilities 
in the community. Each stage dem- 
onstrated the need for careful plan- 
ning and testing of plans under 
progressively realistic conditions. 
The hospital’s disaster plan manual 
has been revised twice in less than 
three years because of experience 
gained in practice drills. 

A hospital must prepare not only 
to receive, screen and treat casual- 
ties but to provide care for non- 
casualty patients who remain in the 
hospital. Lives can be saved and 
chaos prevented if each individual 
knows his emergency assignment 
and is prepared to carry out his 
duties to the best of his ability. The 
essentials of effective action under 
intense strain during a disaster are 
command, leadership and discipline. 

Fires, floods, tornadoes, explo- 
sions and other man-made disasters 
have occurred without warning for 
centuries but this does not mean 
that nothing can be done in advance 
to lessen the impact of a disaster. 
As never before, today’s hospitals 
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A Hospital 
Bst Virginia 
Miners: Memorial Hospital Association 


can help prevent needless loss of life 
and limb by being ready at any 
time to care for casualties, whether 
the disaster is local or national. 
Members of the medical and ad- 
ministrative services must devote 
time and talent to adequate disaster 
planning, preparation and training. 

The 200-bed Beckley Memorial is 
one of the ten Miners Memorial 
Hospitals located in the Appalachian 
Mountain coal mining area. Most of 
the patients are coal miners and 
their families. When the time came 
to have an “almost for real” dis- 
aster drill, it was natural to simu- 
late the everpresent possibility of 
a mine explosion. A tornado in 
Texas, an explosion in an Oregon 
town, or a school fire in Chicago 
require action by the hospitals and 
community which differs only su- 
perficially from what must be done 
when there is a mine disaster. The 
strengths and weaknesses of the 
disaster plan for Beckley Memorial 
Hospital, which showed up in suc- 
cessive drills, reflected neither the 
geography nor the occupation of 
the “victims.” 

A committee of heads of profes- 
sional and administrative services 
worked out the disaster plan. The 


manual prepared by the committee 
spells out in detail the assignments 
and duties of the professional and 
administrative services working to- 
gether in teams. Floor plans show- 
ing which rooms are to be used for 
what purposes are part of the man- 
ual. The manual also includes the 
rationale of disaster planning in 
general and in the Beckley area, 
brief discussions of psychological 
factors likely to help or hinder op- 
eration of the plan, definition of 
terms, and a whole section on utili- 
zation of assistance outside of the 
hospital. All members of the stafi 
are expected to familiarize them- 
selves with the total plan as wel! 
as understand thoroughly _ thei: 
specific assignments. 

The disaster plan calls for the 
teams to function in quickly set-up 
areas for casualties, inpatients, press 
and information, and relatives. Be- 
fore describing an actual drill, ii 
may help the reader to have « 
resumé of the functions of these 
areas with some definition of terms. 


Casualty Area 


The triage team, preop team and 
shock team work in this area. 
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Triage Team 


Term al in military sense, i.e., sorting a 
_ group. of patients and labeling individuals be- 
_ longing to different categories and priorities ‘for 
treatment and ‘transport; all casualties admitted 


© frst to this area. One Triage Team able to — 


for  daremeecs il hour. 
Preop Team 


Preop is a holding area for moderately injured 
casualties whose next definite step is surgery; 
as soon as casualty ward cleared and triage 


completed, many patients transferred from pre-— 


‘op area to casualty ward to await surgery. One 
preop team able to care for 30 patients per 
hour. 


Shock Team 


Seriously injured casualties. One shock team 
able to care for 15 patients per hour, sep wer : 


five at one sais 


Transportation Team 


Examine patients thoroughly with clothes 
off; initial treatment (dressings, splints); — 


write diagnostic orders; physician. de- 


‘cides disposition of patient; starts med 
ical record. 


Very little treatment except addition- 
al splintings and dressings; patients 
must be watched for insidious develop- 
ment of shock or other serious compli- 
cations. 


Resuscitation of seriously injured de- 
manding restorative treatment toward 
normal physiology before being moved 
fo surgery or a permanent casualty ward. 


1 cha 

1 nurse {R.N.) . 
2 nurse aides 
(minimum two teams; 
third team for relief) 


1 physician 

2. nurses {R.N.) 

1. attendant 

{one team usually 
sufficient) 


1_ physician 

2 nurses (R.N.) 

2 nurse aides 
(minimum two teams; 
third team for relief) 


Remove furniture from portion of lobby used for triage; set up triage and 
preop areas; unload special kits (maintenance, key, admissions)*; transport 
casualties from ambulances to triage and other designated areas as required; 
guard entrances and exits; control traffic from street entrance to hospital 
property, clear driveways and emergency entrances of all parked vehicles; 
dispatch hospital vehicles as required; if necessary, secure additional trans- 
portation from funeral homes, taxi companies, or dairies. 


Registration Team 


Admit all patients—disaster or routine ‘emergency; tie disaster tag** to 
patient’s arm; {insofar as possible, disaster tags to be completed in duplicate 
in triage area, original attached to patient's $s arm, duplicate sent to medical 
records); record patient's valuables wie tacsxd ch in envelopes and for- 
ward to puriness office. 


Direction of superintendent of build- 


ing services: personnel used from 
plant maintenance and operation, 
housekeeping service, nuirition and 
dietary service and nursing service 
(those who can be spared). 


Chief of admissions service respon- 
sible; personnel from admissions and 
other clerical personnel. 


* For list of contents, see page 95 


** For disaster tag information, see page 95 
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Dear Patient, 


Medicine and Nursing are two vital fields. They are 
constantly changing and advancing, as new knowledge 
is added to experience to result in better care. Every 
real physician and nurse realizes this, and is glad of 
it; however, this progress does present the practitioner 
with certain problems. 

A busy nurse devotes well over eight hours a day 
to her duties; the doctor usually exceeds this time. If 
the nurse or doctor who graduated in 1958 is still do- 
ing things the way he or she learned them in. school, 
in 1960 these things are being done in an obsolete 
way. Without a doubt, many 1959 procedures will be 
outmoded by 1961. Because of this, it is necessary to 
learn new things constantly. 

In Emerson, “keeping up to date” is accomplished 
in two ways. The first way is to take time out to go 
elsewhere to learn, which many of our people do. Not 
every one is able to devote the needed time for this, 
however, so the mechanism has been provided by which 
training may be obtained within this hospital. 

For the doctors, a committee of the medical staff ad- 
ministers a program of weekly lectures given by staff 
members and visiting specialists, each outstanding in 
his field. In addition, there are a number of educational 
activities provided by our own men. Included in the 
latter category are departmental meetings, conferences, 
seminars, and “rounds.” In addition, new titles are 
constantly being added to our respectable library of 
reference texts and medical periodicals. 

Nurses, too, have educational opportunities here. The 
hospital encourages formal advanced study by assisting 
with a portion of the tuition costs for full-time staff 
nurses; several have taken advantage of this program. 
Our nurses’ association sponsors monthly educational 
meetings. The hospital itself sponsors an active pro- 
gram of lectures, movies, and demonstrations for all 
nursing personnel and, in addition, provides a “re- 
fresher” course for nurses in the community who have 
been out of active practice. We also offer clinical ex- 
perience to student practical nurses from the Shep- 
ard-Gill School, Boston; train our own nurses aides, 
and in the fall will offer training to students from the 
Newton Junior College of Nursing. The nurses, have 
access to a growing reference library, and our nursing 
education personnel are available to assist in obtaining 
information on profession and technical subjects of 
interest to any staff nurse. 

“Keeping up to date” can indeed be a problem, but 
Emerson’s doctors and nurses have the opportunity to, 
and do, participate in a program to keep them as much 
“on the ball” as if they were on the staff of a large 
teaching hospital. 

I hope your stay here is being made as pleasant as 
possible. If you have any comments or suggestions you 
would like to pass on to us, please ask any member 
of the nursing staff to call us and we will be happy 
to visit you. 


Sincerely, 
Elmina L. Snow 
Administrator 


by Edmund J. McTernan, M.S.H.A. 


Assistant Administrator 
Emerson Hospital 
Concord, Massachusetts 


Effective 


Dear Patient, 


Almost everyone knows the value of the word “ster- 
ling” stamped on silver; not too many realize that hos- 
pitals have an equivalent to sterling. Our “sterling” 
stamp hangs in the front lobby; it is a framed certificate 
which states that Emerson Hospital has been granted 
full accreditation by the Joint Commission on Accred- 
itation of Hospitals. 

The Joint Commission on Accreditation, or the 
“JCAH” as it is commonly called, is an organization 
that was founded by the joint action of the American 
College of Surgeons, the American Medical Associa- 
tion, the American Hospital Association, and the Ca- 
nadian Medical Association. The JCAH sends physi- 
cian-inspectors to hospitals which request them, to in- 
vestigate the standard of medical care given in that 
hospital. Of the 6,818* hospitals in the U.S. accepted 
for listing by the American Hospital Association, only 
about 51 per cent* have earned full accreditation. As 
the hospital size decreases, so does the chances of ob- 
taining accreditation. The fact that Emerson, as a rela- 
tively small institution, has earned this recognition is 
a tribute to the devoted efforts of the medical staff, 
trustees, and all members of the staff. If we are boasting 
we think it is justified, and we think you should know 
about this. 

Each accredited hospital is reinspected about every 
three years, to ascertain that high standards of care 
are being maintained. The hospital staff bears a strong 
resemblance to a nervous bride on inspection day, for 
we all think that the sterling mark is important to us 
and to our community. Daily, between inspections, we 
police ourselves and each other in various ways, to 
keep these standards up. The JCAH inspectors are 
wise and dedicated men; they inspect our medical 
records; minutes of medical staff committee meetings; 
surgical reports; and many other items of evidence. 
We (immodestly) think the standards of care given 
here deserve accreditation but, being human, we can’t 
help but “sweat it out” until the report comes back 
“‘OX;” 

Meeting the standards for accreditation is, in one 
sense, expensive. Certain procedures and personnel 
are required that we could skim through without and 
few, if any, would notice. In the most important sensc, 
however, meeting these standards of performance is 
the best spent dollar in the world, for it protects the 
health, and the very lives, of those we serve. 

EMERSON HOSPITAL is proud that we can staie 
“this hospital is fully accredited by the Joint Com- 
mission on Accreditation of Hospitals.” 

*According to the latest statistics available 


Sincerely, 
Elmina L. Snow 
Administrator 
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P. R. Letters 


® THE OVER-ALL goal of the public 
relations program) at Emerson Hos- 
pital is to promote the acceptance 
of the hospital by all members of 
the community it serves, and to 
educate them to the role of the hos- 
pital as a community health center. 
Periodic reviews of techniques em- 
ployed and publics contacted had 
convinced the Public Relations 
Committee that the most important 
single group, the patients, had been 
largely missed by the various pro- 
grams employed. While good nurse- 
patient relationships and frequent 
administrative visits to patients had 
apparently been effective in regard 
to day-to-day problems, the com- 
mittee felt that excellent oppor- 
tunities to present basic informa- 
tion about the hospital to the pa- 
tient were being overlooked. 

One technique has been de- 
veloped as a result of this evalua- 
tion, which is considered to be a 
“big step” ‘toward filling this exist- 
ing gap. At the suggestion of Miss 
Elmina L. Snow, F.A.C.H.A., ad- 
ministrator, a weekly letter entitled 
“Dear Patient” is produced and dis- 
tributed to all in-patients once each 
week. It is mimeographed on special 
stock that is bright and eyecatching 
in color, and distributed on the 
dinner trays each Friday. The tone 
employed is informal but not flip- 
pant. 

The content ranges over a wide 
field. It is not intended primarily as 
a news vehicle, although items of 
unusual interest may be featured. 
Subjects discussed are one of last- 
ing and important interest; in- 
cluded is the function and role of 
unseen or unsung departments; the 
value of hospital accreditation; and 
an explanation of the hospital’s in- 
service education program. Eight 
standard texts have been developed, 
which are rotated, interspersed with 
special texts when occasions of 
sufficient interest occur. Use of 
standard texts save time and effort 
in writing the letters, and assures a 
weekly edition even if the adminis- 
trator is too busy to compose. Fre- 
quently, a paragraph of recent event 
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commentary is added to liven the 
text. 

Each edition is about three para- 
graphs in length. Each letter closes 
with an invitation from the ad- 
ministrator to call upon her or one 
of her staff if any suggestions for 
improvement of service come to the 
patient’s mind. The increased num- 
ber of such calls indicates that the 
patients do read “Dear Patient.” 
These calls are considered desir- 
able, for they provide an opportu- 
nity to investigate complaints, or 
offer explanations of problems, 


while the patient is still in the hos- 
pital; this increases the value and 
effectiveness of such investigations. 


One possible objection to reuse 
of texts is that frequent or long- 
term patients will see each mes- 
sage more than once. It is believed 
that this will happen infrequently, 
and that even when it does occur 
it will still not materially reduce pa- 
tient interest in the paper. Standard 
texts will be revised and replaced 
periodically, a practice that will 
further reduce this objection. 

As a selective-public, low cost, 
and direct effective means of dis- 
seminating information and con- 
tributing to public attitudes “Dear 
Patient” is considered one of the 
most effective mediums in the hos- 
pital’s public relations program. ® 


Dear Patient, 


In these days of high labor costs one would have to be wealthy, indeed, 
to call a licensed electrician to replace a burned-out electric light bulb; it 
just isn’t good business; it’s financially impractical. Hospitals have examined 
the’ care given within them, and decided that the situation is equally im- 
practical when they have an R.N. giving care that could be performed equal- 
ly well by a less specialized person. By taking all the simple jobs that can 
be done equally well by persons with less complicated training, at lower 
expense, costs are kept down. The patient’s expenses, which are a direct 
reflection of these costs, stay down too. 

As a result of this sound technique you now see many persons involved 
in your nursing care in addition to the R.N. In this hospital, the professional 
nurse (usually an R.N.) is distinguished by her all-white uniform; by a 
cap with a black stripe (graduates of some schools do not wear a stripe); and 
by the pin presented to her by the school of nursing from which she grad- 
uated. Licensed practical nurses, graduates of a 15-month training program 
(or the equivalent) are distinguished by an all-white uniform; by a plain 
cap or a cap with a narrow band of royal blue; and by the pin of their school 
or a patch reading “Licensed Practical Nurse.” 

Nursing assistants (nurses aides and orderlies) wear a white uniform 


_with no cap. Ladies in this category wear street stockings. In addition, nurs- 


ing assistants wear an embroided blue patch which reads “Emerson Hospital 
—wNursing Assistant.” Nursing assistants who have completed a training 
course given at this hospital, or have demonstrated equivalent competency, 
have the word “Senior” imposed in the center of the patch. Finally a few 
hospital corpsmen trained by the Navy and Air Force work for us on a part- 
time basis. All have at least five months of intensive nursing training and 
experience; some are also highly trained surgical technicians. 

Red Cross nurses aides are distinguished by their blue smock and cap 
with Red Cross insignia. “Pinkies,” or junior aides, are gowned in pink, and 
have a matching cap if they have completed 100 hours of service. “Pinkies” 
and Red Cross Aides are volunteers, as are the other volunteers in “cheery 
cherry red” smocks, whom you see in the hospital. 

Laboratory and x-ray technicians wear white, and “lab” or “x-ray” is 
printed under the name pin. Other personnel wear ordinary clothing and 
are identified by a pin with name and department on it. 

No matter what category the person caring for you is in, you may be 
sure that he or she is well trained for the tasks they perform. The hospital 
has carefully evaluated each task, and assigned it to those categories that 
can perform it most efficiently. No nursing employee is permitted to carry 
out any task, no matter how simple, until they have been trained in it, and 
checked three times in actual performance by the nursing education staff. 

Different “suits,” different backgrounds, but the same goals and results 
—top quality care at lowest possible cost to you, with a real concern for and 
interest in, the most important person in the hospital—you, the patient! 


Sincerely, 
Elmina L. Snow 
Administrator 














Emergency Evacuation and Exit Drills 


® THE PRINCIPAL OBJECTIVE of a hos- 
pital fire drill is to provide as quick- 
ly as possible sufficient nurses, at- 
tendants and other personnel to re- 
assure patients, assist their removal, 
if necessary, and use the first-aid 
fire extinguishing equipment and 
standpipes pending the arrival of 
the fire department. 

The organization of fire drills is a 
subject for separate consideration in 
each hospital. There must be taken 
into consideration 

the number and location of exits; 

the number and character of pa- 
tients; 

Presented at the Mid-Winter Convention, 


National Fire Protection Association, Des 
Moines, lowa. 


48 


by Robert T. Palmer 
Chief 

Bureau of Fire Prevention 
Minneapolis Fire Department 


the location of those in a more or 
less helpless state; 

the number of attendants avail- 
able for removing them; 

the equipment on hand to facili- 
tate removal. 


Fire Drills 


Fire drills should be conducted 
monthly, or oftener, and be arranged 
to accustom administrative and other 
employees with their duties in event 


of fire or emergency. Records of 
each drill should be kept by the su- 
perintendent. 

Fire drills in hospitals differ from 
those for other occupancies in that 
all the occupants do not participate. 
Because of the physical condition of 
most of the patients in hospitals, it is 
well to conduct the drills in a man- 
ner and with necessary precautions 
so as not to disturb the patients. 

The drills should be conducted by 
transmission of a fire alarm signa! 
and simulation of emergency fire 
conditions. These conditions should 
be varied by conducting them at 
various times of day and night and 
assuming the origin of fire in differ- 
ing portions of the building, one or 
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more exit-ways unpassable, lighting 
' affected, telephones out of order, 
' and other variations. Only in this 
way will the hospital personnel be- 
‘come thoroughly familiar with 
' emergency procedures. 


Evacuation 


The greatest danger in hospital 
fires is panic caused by fear and 
smoke. Patients must be assured 
that there will be plenty of help to 
assist them if necessary. This is the 
duty of every nurse and employee. 

Emergency evacuation and exit 
drills for hospitals fall into two cate- 
gories. The first category is the usu- 
al fire or emergency alarm which 
is small in nature and is handled by 
the hospital personnel before the 
arrival of the local fire department, 
usually with very little for the fire 
department to do upon its arrival. 
This would, for example, be a fire 
in the waste basket, fire in the stor- 
age closet, or fire in a patient’s bed 
which is caused by careless smoking. 


The second category is that emer- 
gency which requires the evacuation 
of patients. This evacuation falls in- 
to two types. The first is the evacu- 
ation of patients from one area of 
the hospital to another; that is, mov- 
ing them from one area of the hos- 
pital through a fire separation where 
they would be protected by closed 
fire doors. (NOTE: Smoke barriers 
are no good if the fire is in an un- 
sprinklered nonfireproof building or 
in a building without fire separation. 
This would only be a temporary ar- 
rangement until help arrived.) 

The second type is a complete 
evacuation of the hospital. This, of 
course, is done only as a last resort. 


Training Program 


Before evacuation plans or fire 
drills are effective, a training pro- 
gram must be carried out within the 
hospital to educate all personnel in 
fire safety and evacuation meas- 
ures.* The hospitals need and want 
assistance and counseling in plan- 


ning their programs, and it is the 
responsibility of the fire service to 
see that all personnel of the hos- 
pitals in their community are trained 
and instructed in fire safety, if there 
is to be a reliable program. 

In introducing such a program, 
training classes must be scheduled 
for all employees. This is generally 
done during the regular working 
day in small groups within the de- 
partment or on the floor where the 
employees work. It may be neces- 
sary to schedule six or eight classes 
to cover all personnel, the attend- 
ance being from eight to 50 persons 
per class. 

Fire safety in hospitals depends 
on prompt action by the employees, 
and in instruction classes always 
emphasize the importance of doing 
first things first; in other words, 


*See Hospital Management reprint 44 
(page 109). 





From October, 1954 to October 1959, Lt. Robert Mc- 
Grath of the Chicago Fire Department has visited 
100 cities in 33 states to graphically demonstrate 
how hospitals may prepare personnel to evacuate 
patients and fight fires. People everywhere have 
been alerted by press and television to the extra- 
ordinary efforts hospitals are voluntarily devoting to 
greater patient safety. 


MARCH, 1960 


(Above) Personnel from Scott Air Force Base (lIll.) 
learn an easy way to evacuate patients. 

(Left) At the Jackson (Miss.) VA Hospital staff person- 
nel show the carry position for a blanket used as a 
stretcher. 

Headline photograph, opposite page, shows an easy 
carry as demonstrated by nurses from the Memorial 
Hospital, Manitowoc, Wis. 
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doing first the most important things 


which must be taken care of in the 
event of fire. 

It is advisable to prepare an in- 
struction card and have it posted in 
all of the areas of the hospital where 
employees work or assemble. It is 
necessary that these cards be posted 
at all nurses’ stations. Information 
on the card should be as follows: 

1. Rescue—anyone in immediate 
danger. 

2. Confine—the fire; close door to 
the fire room. 

3. Report the fire—by fire alarm 
and by telephone. 

4. Protect the patients—close 
doors on all floors and reassure pa- 
tients as needed. 

5. Fight the fire—using the avail- 
able equipment. 

Employees of the hospital must be 
trained in the use of fire extinguish- 
ers. This includes the water type, 
soda and acid, CO. and dry chemical 
extinguisher. They must also be 
trained in the care and handling of 
the linen hose which is found in the 
hose cabinets in various locations 
throughout the hospital. 

After the first round of training 
has been completed, it is necessary 
to have classes periodically to fur- 
ther acquaint the personnel with 
the fire safety program. This also 
helps in training the new personnel 
employed after the first classes have 
been completed. Due to the nature 
of hospital work, there is a large 
turnover of employees. 

Every hospital should have a fire 
safety manual prepared to distribute 
among the employees. If they do not 
have their own, one might be ob- 
tained from the local fire depart- 
ment. If the fire department does 
not have one, it is possible to get 
hospital fire safety information from 
the National Fire Protection Associ- 
ation, National Board of Fire Un- 
derwriters, Federation of Mutual 
Fire Insurance Companies, or the 
American Hospital Association. 
These manuals may not carry a 
complete hospital fire safety pro- 
gram but they do serve as an ex- 
cellent guide. 

Hospitals having nurses training 
schools present an excellent oppor- 
tunity for the fire service to estab- 
lish classes in fire safety, bringing to 
the student nurses some knowledge 
of the chemistry of fire, fire preven- 
tion, and also the fire safety pro- 
gram of the hospital. Student nurses 
are also taught a method of remov- 
ing a patient from a bed which has 
accidentally been set afire. This is 
taught because it is quite difficult to 
do, and at times it is necessary for 
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one nurse to do this job alone. This 
is taught so that the nurse will be 
able to rescue the person from the 
room and then close the door and 
confine the fire, while having some- 
one else sound the alarm. 

A fire brigade is important to 
every hospital, as it is in a position 
to confine the fire until the fire de- 
partment arrives. It is important 
that the fire brigade have practical 
training in the use of fire fighting 
equipment, giving them an oppor- 
tunity to extinguish class A and 
class B fires. Naturally this training 
must be conducted outdoors in a 
location where fires can be ignited 
and allowed to burn. 

Because of the possibility of flash 
fires in flammable liquids, the lab- 
oratory technicians are also invited 
to attend practical training classes 
with the fire brigade to actually use 
CO: and other type fire extinguish- 
ers. At this time the laboratory 
technicians are cautioned in the 
hazards associated with oxygen 
tents. 

After the training comes the drill. 
Fire drills must be conducted at any 
hour of the day or night so as to 
alert the hospital during all phases 
of its operation. It is best to schedule 
these drills through the administra- 
tor of the hospital, and to conduct 
them in the presence of the chief 
engineer, the head nurse and medi- 
cal director, and other employees of 
the staff who the administrator feels 
should be present. 

It is also a good idea to occasional- 
ly have employees of the fire de- 
partment present, and at times have 
an actual response of fire apparatus 
to make the drill realistic. After the 
schedule has been arranged, the 
first step in conducting the drill is to 
meet with the hospital personnel, 
who are going to assist with the 
drill, 15 or 20 minutes before the 
time of the alarm. This gives an op- 
portunity to assign a person to var- 
ious locations throughout the hos- 
pital to play the part of an observer. 

The observer should have a report 
sheet which is filled out while the 
drill is in progress on which are 
noted deficiencies. After the drill is 
over, the supervisors and the fire 
department personnel conducting 
the drill again meet to discuss the 
deficiencies and means of making 
improvements during future drills. 

It is important that every part of 
the hospital go on alert during a fire 
drill, and that the fire alarm within 
the hospital is sounded and the tele- 
phone operator places a call to the 
local fire department. It is also im- 
portant that every step be taken 


during a drill that would be taken 
during an actual fire. This includes 
the alerting of the fire brigade and 
the nurses quarters. The engineer 
should shut down the ventilation 
system and institute other prear- 
ranged emergency procedures. The 
help in the kitchen must shut down 
ovens, burners and ventilation sys- 
tems. Emergency procedures must 
also be carried out in the labova- 
tories, x-ray rooms, laundries. Diir- 
ing a fire drill, all visitors are de- 
tained in rooms or in the lobby. 


Complete Evacuation 


The second category which in- 
cludes the evacuation of the hospital 
is usually handled as follows: 

The first type is quite easy to han- 
dle in comparison to evacuation type 
2 which is complete evacuation, as 
it merely entails the sliding on blan- 
kets or mattresses and wheeling of 
the patients from one area of the 
hospital to another. This is a task 
which takes a lot of preplanning 
and training, and something that 
must be done in a hurry once the 
decision to evacuate an area is made. 

The second type of evacuation is 
one that affects the entire com- 
munity. This must be set up on a 
city-wide basis and needs the co- 
operation of many organizations 
within the community, such as the 
fire department, police department, 
county sheriff's office, all local hos- 
pitals, civil defense, The American 
Red Cross, The Boy Scouts of Amer- 
ica, ambulance services, mortuaries, 
and funeral car services. This same 
organization is very effective during 
other disasters such as airplane or 
train accidents, or hurricanes and 
tornadoes. 

Evacuating a hospital is a very 
serious problem! The possibility of 
complete evacuation must be ex- 
plained to all hospital personnel! 
Frequent training and fire drills will 
help prepare the staff for evacua- 
tion. 

To evacuate patients via stairways 
and fire escapes is so difficult that a 
large force of trained personne! is 
necessary. Various methods of pa- 
tient removal must be discussed 
with hospital staff. 


MOVING PATIENTS: 

1. Ambulatory—walk. 

2. Semi-ambulatory—wheel chiirs 
or litters. 

3. Critically ill—litters. 

4. Patients in traction—bed, 
possible. 

5. Nonmovable patients. 


Please turn to page 104 
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Control of 


Visitors 


® WHEN PHILIP CARTER took the job 
of administrator of Methodist Hos- 
pital in Lubbock, Texas, three years 
ago, he discovered a_ situation 
which is not uncommon in rural 
centers: too much community par- 
ticipation in the hospital. 

Visiting was unlimited and visi- 
tors were to be found lounging 
around the corridors, waiting rooms, 
patient’s rooms and anywhere else 
where there was vacant space which 
gave the hospital an untidy appear- 
ance and handicapped the hospital 
departments and the nursing serv- 
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TO OUR VISITORS 


















































"VISITING HouRS ARE over!" 























Help us 
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ice in keeping the place clean and 
tidy. 

Such customs are deep rooted in 
Texas and Mr. Carter was advised 
that he might stir up a hornet’s nest 
and create bad public relations for 
the hospital if he tried to control 
visiting in the hospital. 

After studying the situation, he 
finally decided to tell the people 
why it was necessary to control 
visiting and how the hospital could 
render better service if there were 
fewer visitors. Mr. Carter’s able as- 
sistants, Marvin Hunter and Dick 
Musgrove, compiled this hospital 


help them 


get better, 


quicker! 


visitor’s handbook which is here 
reproduced for the benefit of other 
people who may have visiting prob- 
lems. 

As a result of these measures, 
what might have been a difficult 
and dangerous situation has been 
converted into an administrative 
triumph. The corridors and patient 
rooms are now free of visitors and 
the rules established by the hospital 
are being followed by most visitors. 
Of course, there are still people 
who try to beat the system but 
these people will always be with 
us. a 
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Help us help them get better, quicker! 


Each visitor does something either 
to promote or retard the patient's re- 
covery. It would be impossible to set 
down fixed rules that will fit every 
case, so we solicit your own personal, 
thoughtful cooperation and aid. 


The patient will not wish to hurt 
your feelings, nor seem unapprecia- 
tive of your concern. Seldom will he 
acknowledge that his strength is be- 
ing sapped, his nerves frayed. You 
must anticipate that. 

Be cheerful and optimistic. 












































Because of .... 


our concern for the early recovery of our patients 
the ever-present danger of cross-infection —_ the extra 


energy expended by patients entertaining a large 
number of visitors which can retard their recovery 


daily visiting hours are 4:00 to 5:00 p.m. and 7:00 to 8:00 
p.m. This applies to all floors except 7 West. Visiting hours 
on this section are 2:00 to 4:00 p.m. on Tuesday and Friday 
and Noon to 5:00 p.m. on Sunday. 


Children under 14 years of age ore not permitted as 
visitors on patient floors. 


Hospitals are operated to care for sick and injured 
people — not for the public. 


As visitors, we, the public, can receive only secondary 
consideration. We cannot receive the best elevator service 
— that must be reserved for the movement of sick or injured 
people from X-ray to surgery or from emergency room to 
the third floor 


Unfortunately, people visiting in a hospital often expect 
it to be run for their pleasure — to be like a good depart- 
ment store or a good hotel. 


Our public manners when visiting the sick or injured 
are not always perfect. 


No one realizes how many people pour in and out of 
a hospital in a single day. In our hospital, we have many 
volunteers who work here, not to mention doctors, nurses, 
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staff, attendants,-dietitians, cleaning peole, restaurant em- 
ployees, office workers, ministers of many denominations. 

We need three parking spaces for every bed in a hos- 
pital. 


We have two. 


This means that every person who comes must park 
carefully to use only one space out in the parking lot. And 
inside the building, each person must try to walk softly and 
speak quietly. 


Through experience in the hospital, we have learned 
several important DON'TS for visitors. They are designed 
to help visitors help the patient feel better, happier, get 
well sooner — which is the purpose of the hospital. 


Don't open closed doors. A surprising number of visitors 
pay no attention to the closed door. Each thinks “I’m 
the exception. After all I’m his cousin.” 


If you see the light on above a closed door, or an 
isolation sign, or a No Visitors sign, simply go to the 
nearest nursing station and ask the nurse. Possibly 
the patient can see you in a few minutes. Possibly the 
patient must not see anyone at all. 


t* At the main information desk you will find free visitors 
Aj< Jnotes. These may be used if you arrive at other than 
\ 4 /oyisiting hours or if the patient you have come to see 
wo The Kis not allowed visitors. Our Auxiliary will be happy to 
‘ deliver them with the other mail of the day 


Don’t touch the patient's bed. A surprising number of visit- 

ors, will lean against the bed or climb up and sit upon 
it. This may upset treatment apparatus or may merely 
make the patient nervous. One woman told us, “Il was 


Help us help them get better, quicker! 























SSS 

















ee 






































in the hospital six weeks and the thing | can remember 
was the jarring of my bed by everyone who came to 
see me.” 


Don’t shake hands. Let the patient take the lead. Men are 
the worst offenders of this score. They crash in, stick 
out o healthy hand, give the patient a bruising hand- 
shake. The poor patient can’t very well refuse, but he 
may be in no condition to stand it 


Don't visit when you are sick or tired. It does no good to 
tell the patient about your own cperation or how sick 
somebody else has been with the same ailment. Don’t’ 
discuss the medical details of his illness. : 


Don't carry emotional germs from room 
to room. If you know somebody 
sick or dying down the hall, don’t 
bring the sad story into another room. 

Don't hold a pathological conference. Your own low spirits 
can be contagious, or can make the patient feel guilty 
that you so sacrificed yourself to come. 


Don’t stay too long and don’t make it hard for the patient 


to se@ YOU. Visitors sometimes flop down in a chair 
and for the next hour, the patient must strain his neck 
to carry on conversation. Stand near the bed, talk 
briefly and pleasantly, listen, let him ask you for out- 
side news, don’t tell him anything which may worry him 
about his home or business. _DON’Ttell him he looks 
terrible. Say something like, “do you feel as good as 
you look?” 

Stay five or 10 minutes and then LEAVE 


Don't stay in the room after the doctor comes.Say a pleasant 
goodbye and go. This is almost as true at meal times. 
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A visitor starts to go, stands by the door while he tells, 
“Just one more thing” and then one more, until the 
patient's dinner has gotten cold. 


Don't stay long after other visitors come. Too many visitors 
in the room is as tiring as too long a visit. 
One man in the hospital for a broken ankle received 
many visitors because his friends all thought he’d be 
bored. He confided to the hospital attendants that at 
times, when the room was full of visitors all talking to 
each other, he wished they'd leave so he could read 
or rest in peace. 


Don’t whisper. To whisper, “How is he, doctor?” and re- 
ceive a whispered answer immediately stirs up enorm- 
ous anxieties in the patient. If a doctor and nurse 
whisper outside his door, the patient is sure they are 
holding bad news from him. 


Even prayer can hurt a patient if his own religious 
training has not prepared him to be prayed over while sick. 
Sunday afternoon is a particularly crowded time be- 


cause people who can come on no other day flock in to 
visit the sick 


Maternity floors, normally a happy place, sometimes 
sound like a public reception when five or six people con- 
gregate in one patient's room As hard as this is on one 
mother, it is harder on patients in adjoining rooms who may 
be trying to sleep or may not be feeling their best. 


Visitors need to be doubly Guigt and tactful when visit- 
ré than one bed 
(4 


ing wards or any room w 
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No Smoking, Please 








Long Visits 


The time may seem fleeting- 
ly short to you, but agonizing- 
ly long to the patient. Well- 
meaning, but thoughtless, 
friends too often exhaust the 
patient’s already limited en- 


ergy 


Too Many Visitors 


Too many visitors are a 
severe strain on the patient's 
vitality. Suggest to his friends 
that they show their interest 
in other ways — visit after he 
gets home! 


Short Visits 


A few pleasant minutes are 
a fine tonic; please see that all 
visits are brief . . 10 cheerful 
minutes are ample. 


Few Visitors 


Only one or two visitors at 
a time, and then only those 
the patient will genuinely en- 
joy! 


Help us help the 


It is best not to smoke at all 
while visiting in the hospital. 
If you must smoke, do so only 
in the lobbies provided for visi- 
tors on each floor. Even the 
most confirmed smokers often 
find the smoke and odors posi- 
tively obnoxious when they 
areailing and will hesitate 
to tell you 


Quiet, Please! 


Restful peace and quiet are 
major contributors to 
recovery Please speak quiet- 
ly, walk quietly and laugh 
quietly. While in the corridors, 
be considerate of others. 
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Free visitor’s notes, available at the information desk, are 
of two varieties, one with the humorous touch and one plain. 
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For Control of Accounts 
Payable 


Write purchasing orders on the 
basis of a material requisition is- 
sued by authorized personnel against 
hospital expense. 

Purchase orders should be serial- 
ly pre-numbered and have dupli- 
cate and triplicate copies of different 
colors to facilitate identification. 

Do not leave order blanks ex- 
posed where they might be mis- 
appropriated. 

Compare vendor’s invoices with 
purchase orders being sure that all 
points agree before approving for 
payment. 

Where a purchase order has been 
changed, be sure all copies have 
been changed to agree. 

Be alert—every purchase order 
should be read; if there is reference 
to an earlier order, be sure to cross 
reference the first order. 

Be sure you understand the free- 
on-board terms; know who is going 
to pay the freight. 

Do not confuse trade discounts 
(part of the original selling price) 
with cash discounts (reductions in 
the over-all price made by the ven- 
dor). 

Each person handling the pur- 
chase order should recheck the 
computations; do not take the fig- 
ures of another as final. 

Take physical inventory at least 
once a year but preferably quar- 
terly or semi-annually, including 
supplies packed in boxes, bins, 
cases, and the like. 

Keep under lock and key valuable 
goods which may be easily pocketed. 

Keep a perpetual inventory in 
addition to the periodic physical 
inventories.—Junius J. Fanguy, Ad- 
ministrator, Abrom Kaplan Me- 
morial Hospital, Kaplan, La. 


Crash Diets Are Dangerous 


™ ATHLETES sometimes employ 
crash diets and reduce liquid intake 
in order to make a certain weight 
class. These diets approach starva- 
tion levels and disturb the fluid 
balance of the body. The danger of 
this practice is intensified for the 
growing adolescent body who re- 
quires a high level of calories and 
nutrients for body building and 
energy. This type of dieting has 
been condemned by the American 
Medical Association’s Committee on 
Injury in Sports. ® 

—Food and Nutrition News 
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Floor Maintenance Automation 


8; Man Hours 


In One! 


The new Advance ‘“‘Convertamatic’” scrubs and vacuums 
12,500 square feet of floor an hour—over eight times the 
area one man can clean with 19” floor machine and vac! 


Here’s a one-man floor cleaning gang 
that operates at a finger’s touch. In 
one pass it lays solution, scrubs, 
vacuums and dries. Or, also in one 
pass, it dry-polishes and vacuums. 
Goes forward or back—from slowest 
walk to a near trot. It turns on a dime 
. .. Operates on pennies... and saves 
dollars and dollars of costly labor. 
Call or write for full details today! 


e Gasoline, propane, electric and bat- 
tery models available. 

e Fully variable speeds, forward or 
reverse. 

e Brush pressures can be varied from 
0-160 Ibs. 

e Double-bladed suction squeegee dries 
floors 50% faster. 

@ Exclusive “Powerflo” drive—no clutch,. 
no differential. 

e Twin brushes cut big 24” swath. 

e 12 gal. solution tank. 

e Choice of 12 or 16 gal. recovery tank. 

e lease and Finance Plans available. 


| 
i 
i 
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Why walk when you can ride? 
Optional sulky attachment takes 
the fatigue out of floor care... 
increases efficiency and output. 


hs dhs flere taal neem 


ADVANCE FLOOR MACHINE CO. 

126 Industrial Center 

Spring Park, Minnesota 

Yes, I’d like full details on the Con- 
vertamatic. I understand there is no 
obligation. 
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For more information, use yellow postcard inside back cover. 55 














Sargent 
Continued from page 40 


9. Civilian Defense will stand 
alert to assist in all functions if 
called upon by the Disaster Com- 
mittee. 

10. Nursing Associations will re- 
cruit nursing help and maintain a 
central reporting area for unas- 
signed nurses. 

11. The Board of Education will 
provide areas for aid stations and 
auxiliary hospitals. They will also 
maintain a personnel pool. 


12. Other groups will aid when 
called upon for action. 

Each organization, except the Fire 
Department which has its own com- 
munication network, will begin to 
function when called on by the 
communication center. The needs 
will be determined from reports 
radioed in by the Disaster Steering 
Committee who will report to the 
communication center upon notifi- 
cation that a disaster has occurred. 

The first medical team on the 
scene will transmit via police radio 
the extent of damage, both physi- 
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MATCH-A-| 
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LOADING 


AND MORE PLUS FEATURES THAN ALL OTHERS 
%* Heavy Duty 44 H.P. 


compressor. 


%* Ice cream freezer. 

%* Double oven doors. 

* Increased work space. 
%* Six 6” wheels. 

* Rugged corner bumpers. 


%* Increased vertical 


clearance in both cold & 
heated compartments, 


* Two “hot or cold” 


beverage containers, 


% Toaster outlet. 
* Utility drawer. 


" Meals-on-Wheels System 


Meals-on-Wheels System, 5013 E. 59th St. 


Kansas City 30, Mo. 


(C Please send me your 1960 Electra catalog. 
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cal and medical, and request the 
transportation required. They wil! 
assume authority of the situation 
from the police and retain contro! 
until the disaster committee re- 
ports. They will then control ac- 
tivities at the disaster site only. 

Service groups such as the police 
or fire departments are advised firs: 
of a disaster and with the exceptior 
of those nearby are first on the 
scene. 

Using police radio they woulc 
report their observations to th 
central clearing house and requesi 
the aid they feel necessary to con- 
trol traffic, evaluate medical needs 
and carry out regular functions. 
Central communications will fill this 
request immediately and will alert 
all other agencies to stand-by. As 
knowledge of the situation becomes 
clearer, this center advises specific 
hospitals and other agencies by pre- 
arranged plans to set up disaster 
operations and dispatches casualties 
from the site to first one hospital 
then the other as they report on 
their existing conditions. He also 
dispatches other agencies to fulfill 
their commitments as reports filter 
in requesting this assistance. 

It is necessary to stress that each 
unit operating in a disaster start 
operations from a previous “stand 
alert” only when requested by 
either the disaster committee or the 
group in charge of field operations. 

The auxiliary groups whose as- 
sistance may be needed will be 
called by the unit in charge of the 
service. The request for needed 
items will be transmitted at this 
time. 

As the scope of the disaster be- 
comes greater the demands of the 
community will grow. It is only 
through the cooperation and coordi- 
nation of all community groups that 
these needs can be met and order 
restored rapidly. Coordination can 
come only from planning and or- 
derly activity from cooperation. 

If hospitals are to treat disaster 
victims, then these victims must be 
brought to the hospital efficiently 
and rapidly and in numbers‘accord- 
ing to the ability of the hospital to 
care for them. In order to do this the 
community must be prepared to han- 
dle the situation with a minimum 
of confusion. To accomplish this it 
is necessary to expand disaster 
planning beyond the hospital. As 
the leader in disaster planning, the 
hospital as a community agency 
must take a leading part in this 
over-all planning. 2 
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promptly! 


Absorbable Hemostati 







OXYCEL (oxidized cellulose, Parke-Davis) produces prompt hemostasis 
in capillary and other small-vessel bleeding not controllable by con- 
ventional surgical methods. Applied directly from container, OXYCE1 
readily conforms to all wound surfaces ...shortens operative procedures 
and helps to prevent postoperative hemorrhage. 

practical forms for every surgical need 


” 


Sterilized, gauze-type, 3” x 3” 8-ply pads, and 4” x 12’8-ply pad 


Sterilized, cotton-type, 24” x 1” x 1” portions 
Sterilized, 4-ply, gauze-type strips, 5” x 12”; 18" x 2”; 36" » 
and 3 yd. x 2”, pleated in accordion fashion. 
Sterilized, 1-ply, gauze-type dises, 5” and 7” diameter 


conveniently folded in radially fluted form. 


Supplied in individual glass containers. 
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Draft—What? How? Why? 


Part Il 


Draft Measurement Equipment 


Draft and pressure measurement 
equipment is divided into two class- 
es: (1) Those required for design, 
equipment acceptance and periodic 
tests and (2) Those required for 
daily operating purposes or per- 
manently installed units. 

All required impulse taps for the 
diaphragm gauge, as well as all 
other instruments and controllers, 
should be made at standardized lo- 
cations by the boiler manufacturer 
during the process of manufac- 
ture. To install such instruments 
on existing boiler equipment, the 
taps are already made and plugged 
where not in use. If this is not the 
case, consult your boiler manufac- 
turer and together with his design 
data, and the assistance of a quali- 
fied instrument engineer, such taps 
may be properly and adequately 
provided to perform the necessary 
function. 

For those who are in the process 
of having new boilers installed, you 
will want to know that certain tests 
are required by the boiler manu- 


facturer to insure the performance , 


of equipment against expected or 
guaranteed draft or pressure loss 
conditions. For this reason, gauges 
are required for design and accept- 
ance of your boiler equipment. Such 
measurements are important and 
necessary only at the time the 
equipment is being put into opera- 
tion, and are used by the manufac- 
turer of the equipment and by the 
consulting engineer. Generally such 
instrumentation is of a portable na- 
ture and furnished by either or both 
of the parties mentioned. But, be 
sure this is accomplished and the 
results are checked and reported 
to you before accepting a new boil- 
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er installation. It is one way to re- 
ceive top boiler performance. 

If such tests have not been writ- 
ten into your specifications, they 
should be. 

Connections required for making 
such measurements are generally 
installed by the manufacturer of the 
equipment or in accordance with 
his recommendation to the mechan- 
ical contractor or boiler installer. 
The location of such connections in 
areas where high velocities and 
turbulent flow are present is not 
readily determined by observing 
drawings, but must be located by 
traversing the area by draft read- 
ings to determine the center of flow 
and the relative rates of flow 
throughout the cross-sectional area. 

Periodic checks are necessary and 


should be made at definitely sched-- 


uled intervals, or whenever it is felt 
the boiler is not operating up to de- 
sign conditions. It is then possible 
by checking the draft pressure, or 
differential, to segregate the prob- 
lem. By having fixed, permanent in- 
struments this becomes a very val- 
uable tool in the hour by hour op- 
eration of the boiler. 

Leaking baffles, fittings, warped 
by-pass dampers, clogged gas pas- 
sages, abnormal slag or scale de- 
posits and soot and dirt accumula- 
tions can be located by the changes 
from “normal” readings in draft or 
pressure conditions which are thus 
created, and steps can be more in- 
telligently taken to remedy the evils 
enumerated. - 


Gauges Required for Daily 
Operation 


Measurements required for daily 
operation are those which are neces- 
sary for the operators to secure 
standard operation and maximum 
efficiency of the boiler as set forth 
by the manufacturer and design 





engineer. These measurements must 
be accurate, but their importance is 
not necessarily in their accuracy 
but in their relation to each other 
under various load and operating 
conditions. 





Air Regulation — The Key to 
Efficiency of Combustion 


As an example, let us consider 
coal for discussing the ratio of air 
required per pound of fuel. If 12 
lb. of air per pound of fuel is the 
most economical ratio to use, then 
every pound of air in excess of this 
amount requires greater fan ca- 
pacity and more power to drive the 
fans, both forced and induced, as 
well as greater stack and breeching 
capacity. This excess air means 
less efficient heat absorption, high- 
er exit gas temperatures (Btu’s up 
the stack) and in: general less effi- 
cient steam production. The effi- 
ciency drops off more rapidly as the 
ratio of air to fuel is increased, 
which further emphasizes the im- 
portance of using just the right 
amount of air. 

Suppose that too small a ratio of 
air to fuel is used. Efficiency of 
combustion is decreased because of 
incomplete burning due to lack of 
sufficient air. This means a loss due 
to CO and/or H: in the flue gas and 
free carbon in the ash pit and up the 
stack. An exacting measurement of 
the quantity of air is important in 
boiler. efficiency and it should not 
be overlooked. 

Equally as important to the quan- 


tity of air is.the control of the dis- 


tribution of air to fuel, such as with 
zoned stokers or multiple burner 
pulverized fuel, gas, or oil-burner 
equipment. The rate of air flow to 
fuel feed as a whole may be cor- 
rect, but unless the air is properly 
distributed so as to come in con- 
tact. with the fuel in the correct 
proportion, efficiency of combustion 
will still be lost. 

Draft or pressure readings (and 
an analysis of these readings dur- 
ing operation) of air and gases, 
therefore, are of extreme import- 
ance in obtaining the best efficiency 
from the boilers. 

It is not intended to set forth the 
exact amounts, or ratios of air to 
fuel in the case of any given fuel. 
This ratio varies with each steam 
generator or furnace, the fuel, the 
fuel burning equipment, load, and 
other factors inherent in the design 
of the boiler and the plant as a 
whole. 


When natural draft is used to 


Please turn to page 112 
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a.c.h.a. activities 


m™ The College’s 1960 Hos- 

pital Administrator’s 
j Award was granted to 
HAROLD J. LEAVITT, pro- 
ce of Industrial Administration 
and Psychology, Graduate School 
of Industrial Administration, Car- 
negie Institute of Technology, Pitts- 
burgh. 

Professor Leavitt won the $500 
cash prize for his book, Managerial 
Psychology. 

The Hospital Administrator’s 
Award is granted yearly to the 
author of an outstanding book on 
administration published the year 
prior to the College-sponsored Con- 
gress on Administration. 

In February, Professor Leavitt 
spoke at the Third Annual Congress 
on Administration following the re- 
ceipt of the cash prize and a special 
medallion from JAMES A. HAMILTON, 
director of the course in hospital 
administration at the University of 
Minnesota and chairman of the Col- 
lege’s Book Award Committee. 

The subject of Professor Leavitt's 
talk was the same as the title of his 
award-winning book, Managerial 
Psychology. 








Prof. Leavitt 


Prof. Jennings 


Another of the general assembly 
speakers wasS PROFESSOR EUGENE E. 
JENNINGS, associate professor of 
Business Administration, Michigan 
State University whose subject was 
“Executive Practices.” 


, The College will present 
oe -\ two breakfast meetings 
=44J during the month of 
“2” March in conjunction 
with state and regional hospital as- 
sociation meetings. 

On March 23rd, members of the 
College attending the New England 
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Hospital Assembly will meet in 
Boston. 

DR. A. W. SNOKE, director of the 
Grace-New Haven Community Hos- 
pital, New Haven, Connecticut and 
Regent of that area will preside; 
also representing the College will 
be the immediate-past president of 
the ACHA ANTHONY wW. ECKERT, di- 
rector of the Perth Amboy General 
Hospital, in New Jersey. 

March 30th is the date for the 
other College breakfast meeting to 
be held in Louisville during the 
Kentucky Hospital Association ses- 
sion. 

At this meeting, REGENT WILSON 
BENFER, superintendent of the Toledo 
Hospital in Ohio will serve as pre- 
siding officer. The College will also 
be represented by Mr. Eckert. 


For the first time, the 
4 College invited ten spe- 
cial guest speakers to 
address Management 
Seminar sessions during the recent- 
ly completed Third Annual Con- 
gress on Administration. 

Each speaker introduced the topic 
under consideration. 

Participants were: LYNDE STECKLE, 
partner, William, Lynde & William, 
management consultants, Paines- 
ville, Ohio; MANLEY H. JONES, pro- 
fessor of Business Management, II- 
linois Institute of Technology, Chi- 
cago; WALTER DAYKIN, professor of 
Labor and Management, State Uni- 
versity of Iowa, Iowa City; KENNETH 
E. RICHARDS, personnel research man- 
ager, United Air Lines, Chicago. 

Also on the Management Seminar 
programs were: GEORGE STRAUSS, as- 
sociate professor of Industrial Rela- 
tions, University of Buffalo, New 
York; FRED D. RANDALL, assistant di- 
rector of Merchandising, Eli Lilly & 
Company, Indianapolis; MILTON DER- 
BER, professor of Labor and Indus- 
trial Relations, University of Illinois, 
Champaign; BENNETT E. KLINE, vice 
president of Wabash College, Craw- 
fordsville, Indiana; CHARLES E. SUM- 
MER, Jr., associate professor of Man- 
agement, Graduate School of Busi- 
ness Administration, Columbia 
University, New York and HAROLD 
E. SPONBERG, vice president of North- 
ern Michigan College, Marquette, 
Michigan. 








SAVE 


STORAGE SPACE 
AND EXPENSE 


needle 


by reducing 
inventories with the 
ALL-PURPOSE 


DEKNATEL 


“K’ NEEDLE 


U.S. Patent No. 2,869,550 
A SIGNIFICANT ADVANCE 
IN SURGICAL NEEDLES 


Sharper than a cutting 
edge needle but leaves 
a taper point hole! 


The Deknatel ‘K’ Needle is all- 
purpose. You can now stock a 
single Deknatel ‘K’ Needle 
instead of the two formerly 
required—cutting and taper. 
Handling is simplified. You save 
on storage space and expense. 
Efficiency is increased at the O.R. 
table. 


For sample and details of specific 
advantages of the Deknatel‘K’ Needle 
in all types of surgery, write— 


DEKNATEL 


96-38 222 St. * Queens Village 29, N.Y. 


Vor more information, use yellow postcard inside back cover. 59 











ADVANTAGES 


. Safe, convenient, and attractive 
medium for savings. 

. Encourages thrift by regular 
savings. 

. Increases membership purchas- 
ing power by enabling money to 
be borrowed. 

. Eliminates usury. 

. Provides a convenient, 
pensive source of credit. 

. Reduces garnishments. 

. Contributes to employee wel- 
fare and happiness. 

. Helps employees 
money problems. 

. Promotes democracy. 

. Promotes efficiency and prod- 
uctivity. 

. Trains and educates members in 
business methods, corporate 
procedures, self-government 
and presents a full realization of 


inex- 


solve their 





the value of cooperation. 








® DOES YOUR HOSPITAL need a credit 
union? Hospital administrators, who 
realize the good derived from em- 
ployee fringe benefit plans, should 
consider the advantages of a hos- 
pital credit union. A hospital credit 
union makes it practical for the em- 
ployee to save and borrow money. 
Old bills, funerals, taxes, vacations, 
home repairs, automobile, weddings, 
education, illness, unusual condi- 
tions, family emergency, or a large 
needed purchase may require, at 
some future time, more money than 
the employee has readily available. 
The hospital credit union is ready to 
serve the employee in time of his 
need. The primary aim is service to 
members rather than creation of 
profit. It is a nonprofit operation, 
offering members the way to build 
their own financial security. 

Hospital management should re- 
main independent of credit union 
operation, except during the initial 
period of establishment, charter and 
incorporation. It is always good pol- 
icy for the credit union to furnish 
management with a copy of the 
monthly financial statement. Their 
questions and comments are al- 
ways welcome. 


Shareholders 
Hospital credit unions get their 
start when employee members pur- 


chase at least one share of stock at 
$5.00, paid for by cash or through 
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by Richard W. Gerard, MSHA 


Personnel Director 

Toledo Hospital 

Toledo, Ohio 

and Robert J. Jannereth 
Field Representative 

Ohio Credit Union League 
Columbus, Ohio 


hospital payroll deductions amount- 
ing to as little as 25 cents per week. 
Ultimate control of the credit is 
vested on the basis of membership 
vote. No matter how many credit 
union shares a member may buy, he 
has only one vote. Annual member- 
ship meetings elect officers, set pol- 
icies and consider business affecting 
the credit union. 

A credit union is operated by at 
least 11 elected officers, consisting of 
a Board of Directors of five or more, 
a Credit Committee of three, and a 
Supervisory Credit Committee of 
three. Officers elected from mem- 
bership manage the credit union 
without pay, except the treasurer 
who may receive compensation. The 
treasurer is the key man in a credit 
union. His character and personality 
is the most important requirement. 
He should be a dependable man-who 
inspires confidence in others and 
with whom employees can discuss 
their financial worries without em- 
barrassment. All officers are bonded. 
All cash receipts are regularly de- 
posited in a bank which has insured 
banking accounts, Membership pay- 


Hospital Credit Unions 


A hospital credit union is an employee group 
joined together in a mutual endeavor to save 
their money, to make loans to each other at low 
interest rate, to solve their own money problems 
and to build their own financial future. 


ments and withdrawals are made 
by checks which are signed and 
countersigned by authorized officers. 

It is generally better to elect the 
officers who manage the credit 
union, especially the credit commit- 
tee, from employees rather than 
from management. Credit union of- 
ficers should realize that they are 
dealing with the savings of others 
and that they will be asked to lend 
money generously but sensibly to a 
worthy borrower. All officers should 
be aware of credit union policies 
and statutes and understand that it 
is necessary to attend regular 
monthly meetings, maintain per- 
tinent records, and have periodic 
audits by their own supervisory 
audit committee and by state or fed- 
eral examiners. Considerable time 
and effort with no remuneration is 
the reward of a credit union officer. 

The credit union credit committee 
approves or disapproves loan appli- 
cations. Collateral is necessary for 
all loans above the signature figure 
set by the board of directors, or 
maximum by state or federal law. 

Credit unions enable member em- 
ployees of good character to borrow 
money at a reasonable rate of inter- 
est, not to exceed the legal rate of 
one percent a month on the unpaid 
balance (approximately $6.50 per 
hundred per annum). Most credit 
unions furnish loan protection in- 
surance at no cost to the borrower. 
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MRS. W. HINSON, BUSI- 
NESS MANAGER of the 
Springfield Hospital. 





SPRINGFIELD HOSP!I- 
TAL, Springfield, Mass. 





NATIONAL ACCOUNTING MACHINES offer ideal 
versatility and speed for hospital bookkeeping. 


“Our Palional System 


repays 60% of 


its cost 


99 
annually! —Springfield Hospital, Springfield, Mass. 


“The National System’s versatility, 
accuracy and speed are vital assets 
to any hospital’s accounting depart- 
ment,” writes Mrs. W. Hinson, Busi- 
ness Manager of the Springfield 
Hospital. ‘““We’re convinced it’s the 
best accounting system for any 
size hospital. 

“The National Accounting Ma- 
chine’s great versatility permits its 
application for all hospital account- 
ing jobs. This feature reduces hours 
of manual work to minutes at great 
payroll time savings. In addition, 
since we converted to the National 


System, errors have been reduced 
to a minimum. And Nationals are 
so easy to operate that an inex- 
perienced employee can master 
them quickly. 

*‘Needless to say, we are very 
pleased with our National System. 
Records show that it repays 60%, of 
its cost annually!” 


* Business Manager 
Springfield Hospital 


THE NATIONAL CASH REGISTER COMPANY, Dayton 9, ohio 


1039 OFFICES IN 121 COUNTRIES * 76 YEARS OF HELPING BUSINESS SAVE MONEY 
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Your hospital, too, can benefit from 
the time- and money-saving features of 
a National System. Nationals pay for 
themselves quickly through savings, 
then continue to return a regular year- 
ly profit. National’s world-wide service 
organization will protect this profit. 
Ask us about the National Mainte- 
nance Plan. (See the yellow 
pages of your phone book.) 
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Payments are usually arranged over 
a period of one year, or longer if 
necessary. 

Interest rates are lower than those 
available to most people because of 
low overhead. Ordinarily, few paid 
employees are necessary, since much 
of the work is voluntary. The bor- 
rowing limit under Ohio State char- 
ter is $300.00 (federal charter 
$400.00) for an unsecured loan on 
the borrower’s signature. Loans are 
issued for any worthy, productive, 
or provident purpose upon the char- 
acter, honesty, integrity and the 
ability to repay. The credit union 
pays all charges incident to making 
personal or chattel loans. 

The member is taught not to 
overborrow from the credit union, 
but how to calculate the benefits 
and the cost of borrowing. Sys- 
tematic thrift is encouraged through 
regular payroll savings. A safe, con- 
venient and attractive medium for 
the investment of employee savings 
is offered. The employee is shown 
the advantages of buying for cash 
instead of credit, and to plan ahead 
for the unexpected. Employees who 
make loans to meet an emergency 
should try to continue their regular 
payroll savings for the purchase of 


shares. Excessive federal credit 
union funds may be invested in 
federal savings and loan associa- 
tions, government bonds, or loaned 
to other credit unions. Excessive 
state funds are invested at the dis- 
cretion of the board of directors. 


Dividends 


Dividends are declared by vote of 
membership at the annual meetings, 
average from two to five percent 
and are paid to member savings 
from the net earnings. Some credit 
unions choose to pay by check for 
psychological purposes. Dividends 
are paid after operating expenses 
have been deducted and after a re- 
serve has been set aside. 

The financial soundness of a hos- 
pital credit union is protected in 
many ways. 

1. Credit unions function under 
state or federal law. 

2. Government authorities reg- 
ularly examine credit union books. 

3. Reserves are set aside each 
year to protect against uncollectible 
loans. 

4. Officers are bonded. 

5. A supervisory audit committee 
checks credit union operation. 
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By assisting hospital employees 
with their financial problems, credit 
unions free them from money 
worries, thus promoting their ffi- 
ciency and productivity. The num- 
ber of loans made by employees 
from outside sources is reduced, 
thereby diminishing garnishm«nts 
and attachments and the resul'ing 
inconvenience and annoyance, 
Thrifty employees are responsible 
employees and employee stabilit. is 
created which will protect turnover 
of personnel. A feeling of “belong- 
ing” is apparent to an employee 
when he becomes a member of the 
hospital credit union, since he is 
part of a large family. We should 
not overlook that public goodwili in 
the community is promoted by suc- 
cessful credit union operation. 


Associations 


A considerable part of the success 
of hospital credit unions is due to 
the efforts of the Credit Union Na- 
tional Association and of the State 
Credit Union Leagues and Chapters. 
They organize hospital credit unions, 
teach the officers how to operate 
them and supply pamphlets and cir- 
culars designed to educate credit 
union members in the purpose and 
advantages of credit unions. The 
credit unions join the state leagues 
on a membership fee basis. State 
leagues, in turn, join the national 
association thereby entitling the 
local credit unions to the service of 
the national association. In addition 
to receiving organizational and ed- 
ucational assistance, credit unions 
derive the following benefits from 
league membership: 

Protective legislative action. 

Educational publicity. 

Operating supplies. 

Development and exchange of 
ideas. 

Exchange of information. 

Advisory and counseling service. 

Legal advice and counsel. 

Your hospital may form a credit 
union by contacting a representative 
of the Credit Union League of your 
state. He will assist your hospital in 
organizing a credit union. He will 
provide the necessary information 
to help you get started. He will 
show you how quickly and easily a 
credit union can begin providing 
hospital employees many benfits ‘or 
a better and happier way of living. 

® 





Further information about hospital credit 
unions may be obtained from Credit Union 
National Association, Inc., Post Office 3ox 
431, Madison 1, Wis. 
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What a convenience Lakeside tray trucks 
are ... in efficient service to rooms, as 
portable shelf space, for holding servings 
prepared in advance, and for uses other 
than food service, too. There are nine 


TRAY TRUCKS 





Model 355 

Capacity, 400 Ibs. 
Shelf Size...18x 31” 
Weight, 76 Ibs. 


Model 462 

Capacity, 500 Ibs. 
Shelf Size... 21x 50” 
Weight, 153 Ibs. 


LAKESIBE mec. inc. 


Model 422 

Capacity, 400 Ibs. 

Shelf Size... 17% x 27” 
Weight, 47 Ibs. 



























Satiny stainless steel... 
a quality that stays new, 
sanitary and sturdy. 


Extra strength in uprights. 


Each shelf sound-muffled.., 
for silent operation. 


Plenty of clearance 
between shelves — 734”, 


Specially engineered casters 
with exacting tolerances for 
smooth, silent handling. 


Convenient handle height — 
easy to maneuver. 


All-round bumper guard. 


Model 433 

Shelf Size... 21x35” 
Capacity, 500 Ibs. 

Caster wheel diameter —- 5” 
Weight, 102 Ibs. — 


Lakeside Tray Truck Models, each de- 
signed to save work and time, to speed 
service and lower costs. Look at Lakeside, 
soon. You'll like the features — the qual- 
ity construction — the low cost. 


STORE ‘N' CARRY 
UTILITY TRUCKS 







UTILITY CARTS 


Model 405 

Capacity, 405 Ibs. 
Size... 174% x 27%, x 32” 
Weight, 50 Ibs. 


1974 South Allis Street 
Milwaukee 7, Wisconsin 


AMERICA’S LEADING MANUFACTURER OF STAINLESS STEEL CARTS AND TRUCKS 
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For more information, use yellow postcard inside back cover. 
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purchasing 


Better Cost Studies 


For Better Hospitals 


by David W. Stickney 


Administrative Resident 
Childrens Memorial Hospital 
Chicago, Illinois 


™ THE COST sTUDY, so frequently 
chosen for scientifically learning 
facts which will enable sound man- 
agement decision, is too often made 
and too seldom followed. Out of 
duty or habit most every hospital 
makes cost studies, and their qual- 
ity varies tremendously. 

In 1957 two pharmacy investiga- 
tors, Skolant and Briner of the Na- 
tional Institute of Health, U. S. 
Public Health Service, sought to 
learn the “current status of dis- 
posable needles and syringes,” the 
net advantages and disadvantages 
for hospitals. They reviewed the 
reports published in hospital jour- 
nals during 1957 and then published 
this evaluation of their search: 

“Many cost studies reported in 
the literature are not valid when 
studied objectively, for, when more 
than a casual perusal is made of the 
statistical analyses, and even the 
fundamental precepts on which the 
research is based, inconsistencies 
and inaccuracies become apparent.”! 

From personal observation and 
participation, this want of convic- 
tion is the fate of too many cost 
studies in business as well as in 
hospitals. 

Let us identify several defects 
which are characteristic of many 
hospital cost studies, and then ex- 
plore the corrective techniques 
which market survey experts have 
developed, techniques which can be 
adapted to the hospital situation. 


Defect No. 1 


Mr. Mark Berke, in writing the 
annual review of current hospital 
purchasing and purchasing litera- 
ture, levelled the broadside indict- 
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ment that the approach to hospital 
costs is “too often price-oriented.”? 
In effect, he was saying that sound 
decisions affecting the cost of hos- 
pital operation must be made in the 
context not only of price, but of all 
the other aspects of the hospital’s 
operation which may be influenced: 
How will the contemplated change 
affect patient care? How will it af- 
fect the sentiments of the social 
systems which operate the hospital, 
the medical and nursing staffs, the 
nonprofessional personnel? How 
will it affect the hospital’s invest- 
ment in existing plant and facilities? 
The “situation analysis” to be dis- 
cussed bears directly on these con- 
siderations as an essential element 
of dependable cost studies. 


Defect No. 2 


There is frequent error in rec- 
ognizing the quality of data pro- 
cured in cost studies; this permits 
misapplication of information which 
results in ineffective, unreliable 
conclusions. There are essentially 
three kinds of data collected in 
every hospital cost study and each 
will be discussed below. The sur- 
veyor must be skillful enough to 
avoid confusing or misusing his ma- 
terial if he is to avoid unrealistic 
conclusions. It isn’t enough to test 
data furnished by the surgical su- 
pervisor by asking: “Is she honest? 
Does she know her job?” The in- 
vestigator must be aware of the 
types of questions he asks and of 
the categories of responses he re- 
ceives. Thus, only, he can know 
whether to treat responses as 
“facts,” “opinions” or “interpreta- 
tions.” 


Data 


Skill in making cost studies re- 
quires both an evaluation of the 
quality of the data and their proper 
use. All data are not facts; nor are 
all collected data, even if they are 
facts, necessarily relevant. It is 
helpful to think of three types of 
qualities of data which are collected 
by the surveyor. 

Facts—These are secured by (a) 
experiment, (b) observation, and 
by (c) asking questions. 

Experimental tests tell the brand 
of gauze which is more absorbent 
and which syringes have greater 
resistence to breakage. Observations 
tell how long it takes to handwrap 
dressings or to sterilize syringes in 
Central Supply. One can see the 
brands of each being used. Or, 
again, observation of catalogues and 
invoices tells the facts of price, 
terms and net purchase cost. 

When asking questions care must 
be exercised not to overtax the 
memory of respondents. For ex- 
ample, there may be a great diver- 
gence in the factual quality of re- 
sponses to these pairs of questions: 
“What brand of syringes are you 
using?” and “What brand did you 
use five years ago?”; or again, 
“How many packets of counted 
sponges did you use in the operating 
room this merning?” and “How 
many radiopaque sponge packets 
do you use a year?” 

Opinions—Opinion data is impor- 
tant for it may be the only informa- 
tion available in some areas of a 
problem; further, it reveals much 
of the climate or situation sur- 
rounding the problem. But, opinion 
must not be misused as fact. For 
example, the surveyor usually gets 
opinion when he asks the Central 
Supply Room Supervisor, “Why do 
you use XYZ brand of syringes?”, 
or “Why don’t you use the new dis- 
posable type?” The answers are 
significant but may not be based on 
nor directly related to facts. 

Interpretations—This third type 
of data is a necessary finding in 
many studies. Here, however, there 
is less risk of misuse. There is usu- 
ally an awareness on the part of 
both questioner and respondent ‘hat 
the answer is only hypothesis. To 
get useful interpretative data, a 
simple question and answer is sel- 
dom sufficient. The technique of 
“depth interviewing” is often 
needed to grasp the full significance 
of the interpretation, probing wit! a 
series of questions. 
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Steps in Making a Cost Study 


1. Identify the problem. 

2. Analyze the situation by in- 
formal investigation. 

3. Define the project concisely in 
writing. Test the definition against 
findings in the situation analysis of 
the problem; test all research sub- 
sequently undertaken for its rele- 
vance to the defined project state- 
ment. 

4, Plan the investigation with a 
short, written outline. 

5. Collect data per plan. 

6. Tabulate, evaluate and analyze 
the data collected. 

7. Interpret the analyzed data and 
draw the indicated conclusions and 
recommendations. 

8. Present the findings and the 
recommendations to the decision- 
maker(s). 

9. ‘Sell’ the recommendations; 
follow-up. 

These nine steps outline the me- 
chanics of the scientifically con- 
ducted cost study. The principles 
are developed expansively in man- 
agement methodology® and in pur- 
chasing texts. Handling of the cost 
data is described in the American 
Hospital Association’s manual, “Cost 
Finding for Hospitals.”5 


The Situation Analysis 


Perhaps the least understood step 
is the second, the situation analysis. 
It is the foundation for succeeding 
steps. 

The term has been developed in 
the market research field by Dr. 
Lyndon O. Brown, one-time pro- 
fessor of Marketing at Northwestern 
University? who states that the 
“primary function of the situation 
analysis is to analyze the environ- 
ment out of which the specific prob- 
lem(s) to be solved arose.” Dr. 
Brown continues, “To formulate a 
business policy on the basis of the 
findings of the analysis, one must 
be fully cognizant of the principle 
that the solution to a problem must 
be applied to the environment out 
of which the problem has arisen.’ 
Brown attributes poor research 
studies made in the field of business 
to the situation analysis which “too 
often fails to receive proper atten- 
tion.”? 

Out of deference to the objectivity 
of the scientific method one may 
speculate that to develop a fair, im- 
partial analysis the researcher 
should know as little as possible 
about the problem, that skill in 
conducting surveys in other fields is 
enough. This is fallacious, says 
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Brown; when the attitude prevails, 
one deliberately avoids the situation 
analysis. The hospital need only 
consider the parallel case of the 
architect who is competent in his 
profession but is a stranger to the 
hospital situation. 

The situation analysis is an in- 
formal investigation, a process of 
getting oriented in the problem and 
its environment. It is learning what 
is readily available so that the sur- 
veyor can plan the steps of the cost 
study, so that he can talk intelli- 
gently when he seeks data from 
hospital sources, and so that he can 
avoid wasteful duplication of stud- 
ies already made and available. 

This process of orientation into 
the problem situation requires of 
the investigator certain skills: the 
ability to communicate to others 
and to receive their communica- 
tions; imagination to stimulate 
respondents to be helpful; insight 
to perceive the motives of respond- 
ents; and ability to evaluate and 
interpret data accurately so that 
the findings of the study will be 
dependable. 

Applied to a subject of current 
hospital concern and of countless 
cost studies, disposable syringes and 
needles, the situation analysis would 
reveal such aspects of the total 
question as: 

© Meaningful costs are a compos- 
ite of the hospital’s purchase price 
plus obscure costs represented by 
handling, processing, breakage, pil- 
ferage and use. 

© Syringes and needles are an in- 
timate part of medical treatment; 
the medical staff is the hospital’s 
authority on quality of treatment. 

® But since syringes and needles 
are routinely handled by nurses 
who give most injections and by 
workers in Central Supply who 
process the supplies, there must be 
consultation with professional and 
nonprofessional personnel. 

© Infectious hepatitis, serum re- 
actions and epidemics of hospital- 
resistant staph disease are risks of 
broken asepsis associated with ad- 
ministration of hypodermics. The 
hospital authority in these matters 
is the new Infection Committee. 

Awareness of these aspects re- 
sults not from a painstaking, sys- 
tematic collection of statistical data, 
but rather from the informal in- 
vestigation—the situation analysis. 
When it is incomplete, the succeed- 
ing steps of the cost study may be 
irrelevant. The investigator, unori- 
ented to the environment of the 
syringe-needle problem, will be in- 
capable of dependably defining the 






project. His findings and recom- 
mendations may not withstand the 
test of reliability. If recommenda- 
tions are followed, there is no as- 
surance the hospital can live with 
the decision. 


Statistical Dependability 


The emphasis to this point has 
been on improving the dependabil- 
ity of the “qualitative” data in hos- 
pital cost studies, reflecting the 
writer’s opinion that inadequacies 
in this area have been the more 
serious. But a guide to making bet- 
ter cost studies would be incomplete 
without a concern for the depend- 
ability of the “quantitative” data— 
the cost statistics. 

Statistics are the finite yardsticks 
of cost studies. But how many sta- 
tistics must be gathered for depend- 
able measurements? How many 
times must the surveyor observe 
dressings being wrapped in Cen- 
tral Supply before he can con- 
fidently state the average wrapping 
time, hence the actual labor cost? 
How many instances of reuse of 
permanent type syringes and needles 
must be observed to determine their 
average lives? These are questions 
of statistical reliability. They are 
the same order of question that 
George Gallup and Elmo Roper, the 
opinion analysts, face when they set 
out to forecast the result of a com- 
ing election. How many voters must 
cast their straw ballots? How will 
the margin or tolerance of error— 
the accuracy—be affected if the 
sample is expanded from 100 to 
1,000 to 10,000 voters? 

Statisticians can accurately fore- 
cast dependability of sample data 
providing only that the sample itself 
is typical or representative of the 





the experienced workers in Ceniral 
Supply; nor can we be content to 
watch five different people give an 
injection and then divide the sum 
of the elapsed times by five. 

Owens and Finch studied the «v- 
erage time it took their medical 
technologists in the Clinical Labora- 
tories of Hines V.A. Hospital to do 
a blood count, an urinalysis, et cet- 
era. Their first data was completely 
modified by their second study of 
what the technologists accomplished 
in a full eight-hour day: only 37 
minutes in each hour were spent 
doing tests; 23 minutes were di- 
vided between (a) getting ready 
and preparing reagents, (b) record- 
ing test results, (c) posting records, 
(d) attending conferences, and (e) 
resting and personal needs. The in- 
vestigators therefore reported the 
work loads and test productivity of 
the average technician realistically 
and dependably on the second basis.® 

So, assured that the data gathered 
qualifies as being “representative,” 
the surveyor must know how much 
data is needed for the desired degree 
of dependability. In most studies, 10 
percent will be a practical range of 
acceptable error. For this deter- 
mination one can be mathematically 
precise; statisticians have developed 
a useful guide (table 1) for market 
research use. 

The usefulness of this table is ap- 
preciated by its application to the 
pollsters. If 100 people are surveyed, 
and if 10 vote “for” and 90 vote 
“against”—a 10 percent and 90 per- 
cent frequency with which the 
phenomenon occurs—the election 
can be forecast within a + 5 per- 
cent range of error; if an allowable 
error of 1 percent is desired, the 
table shows that 2,435 people must 
be polled. 


Table |. Size of Sample for Determined Reliability’ 





Frequency (%) with which phenomenon occurs 








Allowable 
Error: 

+ or — 5 & 95 10 & 90 20 & 80 30 & 70 40 & 60 50 & 50 
be A 1,285 2,435 4,330 5,683 6,494 6,765 
3%, 143 271 481 631 722 752 
5% 51 97 173 227 260 27 

10% : 57 65 68 





entirety or, in their language, of the 
“universe.” This is an exacting 
qualification. Gallup and Roper must 
know how to find representative 
voters; this is their trade secret, 
their equity in.successful forecast- 
ing. 

Likewise, in hospital studies we 
cannot confine our observations to 





Applied to the hospital cost study, 
if 15 permanent type needles ou’ of 
a gross tested are found to be so 
dull after a single use that they 
must be resharpened, the surveyor 
can predict the needle dulling prob- 
lem within 4 percent; if only seven 


Please turn to page 119 
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Stickney 


Continued from page 66 


of the 144 are dulled, the prediction 
will have a 3 percent tolerance of 
accuracy. The only qualification to 
predicting the degree of accuracy 
of data from this table is that the 
sample itself must be truly repre- 
sentative of the hospital practice. 

Cost studies which are adequate 
for sound administrative decisions 
must be dependable. Dependability 
requires of the surveyor an alert 
awareness of three factors: 

1. The hospital environment of 
the problem being studied. This is 
achieved by the situation analysis. 

2. The quality of the data being 
collected in the study. This requires 
discrimination in classifying data as 
fact, opinion and interpretation and 
in handling the data according to its 
quality. 

3. The quantity of data necessary 
for the acceptable degree of reliabil- 
ity. Providing the data sample is 
“representative” or typical, the per- 
centage of its accuracy can be fore- 
cast from the cited rule-of-thumb 
table. 

Dr. Brown defined the situation 
analysis as a “process”. In effect, 
the hospital cost study in its en- 
tirety is a process. It is a tool for 
better management. There is great 
need today for more skillful cost 
studies made in the context of the 
hospital situation for evaluation of 
the new ideas, the new products and 
methods being offered to hospitals 
by a creative, expanding technology. 
Hospitals need every useful tech- 
nique for better hospitals, for better 
patient care. 
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The avocado half shell is filled with 
grapefruit and orange segments and cubes of 
molded cranberry sauce. Serve with 

French dressing. 


At hospital staff parties and special occasions 

fill avocado half shells with a 

chilled “hot” sauce and serve with 

pink shrimp, a wedge of fresh lemon and ripe olives. 


For staff, employee or ambulatory patient 
serve this deluxe sandwich made 

of Russian rye, corned beef topped with 
crescents of avocado. Serve with ripe olives. 


food & OIETETICS 


Avocados 


So inexpensive that even hospitals 
can afford this highly nutritious fruit 


by Iima Lucas Dolan 
Dietitian 
California Foods Research Institute 


you, too, can afford to serve avocados this year. There 
is a bumper crop and the California industry expects to 
produce 10,000,000 flats which puts this exotic semi- 
tropical fruit within the reach of everyone’s budget. 
Never in the history of the avocado industry has the 
fruit been so inexpensive. This is the time to give win- 
ter menus distinction and good eating. 

Avocados are packed in “flats” made of corrugated 
fiberboard with reinforcements, and have “cup” trays 
which make friction, contact or jarring of the individual 
pieces of fruit impossible. The number of cups in each 
flat depends on the size of the fruit. 

This year the sizes are running at 20 or 24 to a flat, 
with the usual standard of 13 lb., net weight. This con- 
venient, table-sized fruit is readily adaptable to the 
popular half-shell service. 

Calavo avocados are ready to eat when they have lost 
their firm feel and have softened, even though they are 
harvested when the fruit is firm. Mature fruit softens 
readily at room temperature. It usually takes two, three, 
or four days. In order to test for eating ripeness, hold 
the fruit between the palms of the hands; if it yields to 
gentle pressure it is eating ripe. Avocados bruise read- 
ily; pinching or poking cause dark, unsightly spots. 

Avocados are a semitropical fruit, and when eating 
ripe should be stored in the warmest part of the re- 
frigerator—never in the freezer compartment. Firm 
avocados stored below 40 F. may discolor. If left too 
long at this temperature they may never soften. A)ove 
70 F. is too warm and causes over-ripening and dis- 
coloration. 

Its delicate and exotic flavor is most enjoyabie at 
room temperature. Prepare the fruit just before serving. 
Sprinkle cut surfaces with lemon juice to help prevent 
darkening. Unused portions of the fruit may be wra ped 
in wax paper or metal foil. 

They are a dietitian’s dream as far as nutritive v: lues 
are concerned for they contain no starch and very ittle 
sugar. The avocado is an excellent source of food er ergy 
because it contains a rare emulsified oil seldom found 
in fruits. Since the oil is emulsified, it is in a h ghly 
digestible form and thus provides food energy. A ‘our- 
inch half shell serving yields less than 150 calories. It is 
the fruit oil that is responsible for the delectable favor 
of this unique fruit. 
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Avocados contain 14 basic miner- 
als, including all-important iron and 
copper which have to do with blood 
regeneration. Not many fruits con- 
tain 11 vitamins, but avocados do: 
pro vitamin A, thiamin, pyridoxine, 
riboflavin, ascorbic acid, niacin, 
pantothenic acid, biotin, folic acid 
and vitamins E and K. 

People who are unfamiliar with 
the taste of the smooth, mellow, 
semitropical fruit find that eating it 
merely with salt and fresh lime or 
lemon juice meets with favor. It 
mzy be served in this manner as a 
salad, on bread, or crackers. It’s a 
good way to initiate newcomers to 
the delicacies of avocado. 

Krom here on, the uses of the fruit 
are almost without limit. In soups, 
appetizers, salads, sandwiches, en- 
trees, cocktail spreads and desserts 
the fruit introduces welcome and 
budget priced variety to hospital 
menus. 

\vocados with their excellent nu- 
tritive values, with their exceptional 
versatility, with their unusual de- 
lectability warrant more than pass- 
ing consideration for hospital pa- 
tients, for hospital personnel. 8 


Tuna Stuffed Avocado 24 servings 
Amount 





Ingredients 





Celery, chopped 1 qt 
Tuna, flaked 1 qt 
Sweet pickle, chopped % c 
Salt To taste 
Pepper To taste 
Mayonnaise 

Fresh lemon juice 

Prepared mustard 

Avocados 


Salad greens To garnish 


Combine celery, tuna, sweet 
pickle, salt, pepper, mayonnaise, 
lemon juice and mustard. Cut each 
avocado into halves and remove seed 
and skin. Sprinkle with salt and 
lemon juice. Fill with tuna mixture. 
Serve on salad greens. 


Avocado Luncheon Salad 24 servings 
Amount 





Ingredients 





Chicken, diced, cooked 1 qt 
Celery, diced 1 qt 
Pimiento, chopped 
Mayonnaise 

Dry mustard 

Salt 

Avocados 

Fresh lemon juice 
Lettuce 

French dressing 


To garnish 


Combine chicken, celery, pimien- 
to, mayonnaise and mustard. Add 
salt to taste. Cut each avocado into 
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halves lengthwise and remove seed. 
Sprinkle fruit with lemon juice and 
salt. Fill with chicken mixture. Ar- 
range on garnished salad plates. 
Serve French dressing separately. 


California Cocktail Dunk 1% qt 





Ingredients Amount 





Avocado, mashed or 
sieved 

Fresh lime or lemon we 
juice 

Evaporated milk, un- le 
diluted 


1% qt 


Salt 1 tbsp 
Onion, finely chopped 3 tbsp 

raw (or, instant 

minced onion) (1 tbsp) 
Mustard flavored 

mayonnaise 2 tbsp 


To prepare avocado, cut fruit into 
halves, remove seed and skin and 
force fruit through sieve, or mash 
fine. Combine lime or lemon juice 
and milk beating thoroughly. Add to 
sieved avocado along with remain- 
ing ingredients. Beat to blend thor- 
oughly. Serve as a dip with crackers 
or as dressing on salads. 

















“It all started when the patient in 316 
couldn’t wait for his Continental Coffee!”’ 
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monthly MENUS * Recipes on following page 





Tuesday Wednesday Thursday 












] Bananas in cream 2 Apricot nectar 3 Applesauce 
Hot or ready to eat cereal Hot or ready to eat cereal re 4 oge4 to eat cereal 
Crisp bacon Scrambled egg crambled eggs 
Breakfast Raisin toast Toast Raisin toast 













Baked ham slices Tenderloin of cod, tartar sauce Roast lamb—mint jelly 
Oven browned potatoes Whipped potatoes Baked stuffed potatoes 
Buttered cauliflower Mixed vegetables Diced carrots 
Dinner Cinnamon apple celery salad Grapefruit, avacado escarole salad Tomato celery salad 
- Marmalade Bavarian Dutch apple cake Tapioca cream 














Vegetable soup Vegetarian vegetable soup Vegetable alphabet soup 
xChicken a la king on toast Hot deviled eggs Macaroni au gratin 
S points Tossed salad greens with shrimp Pickled beet egg salad 
upper Buttered peas Whole peeled apricots Royal Anne cherries 
Citrus fruit salad Gingersnaps 






Devils food cake 





















Chilled vegetable juice 9 Kadota figs 10 Stewed apricots 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 


Crisp bacon Omelet Canadian bacon 
Breakfast Sweet roll Toast Toast 






























xLiver Creole Broiled yearling liver Breaded veal cutlets 
Browned potato balls Parsley buttered potatoes Mashed potatoes 

. Julienne green beans Harvard beets Diced carrots in cream 
Dinner Pickled beet - egg salad Pineapple ring salad Head lettuce with T.I. dressing 
Peach blush - whipped cream Orange ice Grape jello-custard sauce 


























Chicken rice soup Beef rice soup Cream of tomato soup 





Omelet-mushroom sauce Open faced cheese-bacon- Rice timbales with coarse 
Supper Baked potato tomato sandwich meat gravy 
Waldorf salad Latticed potatoes Fruit layer salad 
Rhubarb Betty Crispy relishes Date roll, whipped cream 
Pear half 















Stewed rhubarb 16 Prunes with lemon 17 Bananas 

Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 

Scrambled eggs Scrambled egg Canadian bacon 
Breakfast Toast Toast Toast 





















e s 
. Baked ham with cider sauc : 
Spanish meat loaf > mee sak tere yen %Mock chicken legs 
° Parsley rice Buttered broccoli Parslied potato balls 
Dinner Wax beans Julienne vegetable salad Buttered peas and carrots 







Nectarine salad 
Angelfood cake - strawberry sauce 


Tossed vegetable greens 
Cherry pudding-cherry sauce 


Raspberry sherbet 



















Cream of corn soup Corn chowder Clear tomato soup 
Supper Cold vorst beef sitces Beef stew with biscuit topping Noodle ring with creamed chicken 
Escalloped potatoes Citrus fruit salad Asparagus bundle salad 
Pickled beet salad Whole peeled apricots Chilled fruit cup 
Peach halves Oatmeal cookies 















Orange juice 23 Citrus fruit juice 24 Apple juice 
jade ip to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
-anadian bacon Canadian bacon Poached egg 

Breakfast Muffin-jelly Toast Toast 





















Roast leg of veal Fricassee chicken Grilled ham 






Pittsburgh potatoes Mashed potatoes Baked sweet potato 
2 Buttered wax beans Diced carrots Brussels sprouts 
Dinner Banana nut salad Tomato cottage cheese salad Citrus fruit pinwheel salad 






Chocolate meringue pudding Peach ice cream Cup cake - chocolate frosting 
& e . 











Cream of pea soup Asparagus pimiento soup Cream of chicken soup 
Spaghetti with tomato Assorted sandwiches Veal birds 

Supper meat sauce Mixed vegetable casserole Whole kernel corn 
Hard rolls Deviled egg salad Rosy pear salad 
— rasa dressing Blackberry cobbler Floating island 
ruit jello 
















Kadota figs Apricot nectar Prunicot 
29 — rt ready to eat cereal 30 Hot or ready to eat cereal 3] kar ready to eat cereal 
srisp bacon Omelet i : 
Breakfast Butter pecan coffee cake Jelly muffin Toast ms 




















Baked ham - raisin sauce Grilled sweetbreads with bacon Paprika chicken 
‘ Glazed sweet potatoes Mashed potatoes Fluffy rice 
Dinner Tiny whole beets Vegetables en casserole Buttered peas 
Fruit gelatine salad Banana nut salad Salad greens 
Baked custard Chocolate tapioca cream Cherry ice cream 





















Potato chowder Vegetable soup Vegetable soup 











Su er *&Meat balls with rice Creamed dried beef on toast Assorted tuncheon meat 

pp Escalloped tomatoes Chinese cabbage salad New potatoes in jackets 
Spiced crabapples Blueberry crisp Tomato aspic with celery 
Brownles Fresh fruit compote 
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Friday 


Saturday 


Sunday 
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Monday 





Tomato Juice 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Baked haddock 

Parsley buttered potatoes 
Mixed vegetables en casserole 
Spiced pear salad 

White cake-lemon frosting 


Barley soup 

Fruit platter with cottage cheese 
Baby green limas 

Bran muffin-preserves 

Pineapple snow pudding 


Cinnamon prunes 

Hot or ready to eat cereal 
Broiled bacon 

Toast 


Salisbury steak 
Escalloped potatoes 
Brussels sprouts 
Molded fruit salad 
Peach half 


Cream of tomato soup 

Veal turnover with vegetables 
Cole slaw 

Banana vanilla pudding 


Apple raspberry Juice 

Hot or ready to eat cereal 
Poached egg 

Toast 


Broiled chicken 
Whipped potatoes 
Broccoli - lemon sauce 
Celery hearts - olives 
Chocolate ice cream 


Split pea soup 
Assorted luncheon meat 
and cheese plate 
Baked stuffed potatoes 
Boston brown bread 

Pineapple tidbits 


Grapefrult - orange sections 
Hot or ready to eat cereal 
3 minute egg 

Toast 


Swiss steak 

Fluffy rice 

Buttered wax beans 
Citrus fruit salad 
Butterscotch pudding 


Potato celery soup 

Hamburg macaroni casserole 
with tomatoes 

Shredded lettuce salad 

Peach upside down cake 





Frozen strawberries 

Hot or ready to eat cereal 
3 minute egg 

Toast 
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Halibut steak 

Buttered potato balls 
Stewed tomatoes and celery 
Sliced orange salad 
Gingerbread 


Consomme with parsley 

Tuna fish salad with egg garnish 
Escalloped corn 

Poppyseed rolls 

Fruit cocktail 


Applesauce 
Hot or ready to eat cereal 
Scrambled eggs 
Blueberry muffins 
e 


Broiled lamb pattie 

Stuffed baked potato 
Buttered lima beans 

Tossed green salad 

Graham cracker ice box cake 
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Cream of pea soup 

Hot roast beef sandwich 

Mashed potatoes 

Stuffed prune - peanut 
butter salad 

Lemon grapenut pudding 


Pink grapefruit half 
Hot or ready to eat cereal 
Buckwheat cakes 
Syrup 
e 


Roast stuffed chicken - gravy 
Sweet potato surprise 
Spinach with lemon 

Molded pear salad 
Raspberry sherbet 


Alphabet soup 

Escalloped potatoes with ham 
Buttered peas 

Vegetable jackstraws 
Marguerites 


Blended fruit juice 
Hot or ready to eat cereal 
3 minute egg 
Toast 
ae 
Roast leg of lamb 
Potato puff 
Brussels sprouts - 
mock Hollandaise sauce 
Tomato lettuce salad 
Pineapple rings 
« 
Bouillon 
Ham loaf 
Creamed potato cubes 
Red cabbage salad 
Green gage plums 





Grapefruit half 

Hot or ready to eat cereal 
Shirred egg 

Raisin toast 


Baked trout 

Paprika potatoes 

Spinach with hard cooked egg 
Tossed vegetable salad 
Washington pie 
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Oyster stew 

Assorted cheese plate 
Rye bread 

Cinnamon apple salad 
Date bar 


Sliced bananas 

Hot or ready to eat cereal 
Crisp bacon 

Pecan coffee cake 
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Chilled vegetable cocktail 
Roast turkey, giblet gravy 
Mashed potatoes 
Succotash 

Cheese stuffed date salad 
Lime sherbet - cookies 


Beef noodle soup 

Club sandwich 

Potato chips 

Assorted relishes 

Blanc mange with preserves 


Baked apple 21 
Hot or ready to eat cereal 

3 minute egg 

Toast 


Prime ribs of beef 

Oven browned potatoes 
Fresh peas in cream 
Spiced watermelon chunks 
Vanilla ice cream 


Cream of tomato soup 
Baked macaroni and 
cheese casserole 
Perfection salad 

Bing cherries 
Gingersnaps 


Orange juice 
Hot or ready to eat cereal 
Sausage links 
Corn muffin - apple butter 


Broiled cube steak 
Buttered potato balls 
Cream style corn 
Fruit layer salad 
Raisin rice pudding 


Pepperpot soup 

Chicken salad sandwich 
French fried potatoes 
Strawberry blanc mange 





Grape nectar 

Hot or ready to eat cereal 
Omelet 

Sticky cinnamon bun 
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Broiled perch-tartar sauce 
Oven browned potatoes 
Savory Swiss chard 

Frozen fruit salad 

Peach tart 


Potato ribble soup 
y%eLemon tuna bake 
French style green beans 
Molded cranberry salad 
Fruit bars 


Bananas in cream 

Hot or ready to eat cereal 
Crisp bacon 

Raisin toast 
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Roast leg of lamb 
Paprika potatoes 
Fordhook limas 
Julienne vegetable salad 
Marble cake 


Consomme 

Dried beef rarebit on toast 
Buttered broccoli 

Pineapple peppermint delight 


Sliced strawberries 

Hot or ready to eat cereal 
2 minute egg 

Toast 
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Long Island duckling 
Browned rice 

Buttered asparagus spears 
Tomato lettuce salad 

Ice cream sundae 


Cream of pea soup 

Spicy tongue with raisin sauce 
Baked potato 

Shredded carrot raisin salad 
Diced pear 


Grapefruit half 

Hot or ready to eat cereal 
French toast 

Syrup 


Broiled liver 

Riced potatoes 

Buttered quartered carrots 
Waldorf salad 

Cherry upside down cake 


‘e 
Scotch broth 
Cream turkey on toast points 
Baked potato 


Curly endive - French dressing 
Lemon graham cracker dessert 





Eggs Pork 


Cabbage 


Carrots 


Lard 
Milk and dairy products 


Celery Almonds Oranges and orange products 


Filberts Peanuts and peanut products 
Canned freestone peaches Cranberry products 


Rice Shrimp Raisins 
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Selected Recipes From Preceding Menus 


Meat Balls with Rice 50 portions 





Ingredients Wt or Amt Measure 





Ground beef 4 2 at 
Ground pork 3 1% qt 
Onions 6 2 med 
Rice (uncooked) 1 2 c 
Eggs 8 1 ce (4to5) 
Cracker crumbs 7% oz 3 c 
Salt 31/3 tbsp 31/3 tbsp 
Pepper 1 tsp 1 tsp 
Milk 2 c 2 c 
Tomato sauce or qt 2 qt 
tomato soup 


Mix ground beef and pork together; chop onions; 
add to meat; add rice. 

Beat eggs; combine meat and rice mixture with 
beaten eggs, cracker crumbs, salt, pepper and milk; mix 
well; use number 30 scoop to measure meat mixture; 
form into balls. 

Put into roasters; pour tomato sauce or tomato soup 
over meat balls; cover pans. 

Bake in slow oven (325°) for 1% to 2 hr; keep cov- 
ered so rice will be cooked; turn and baste meat balls 
several times during baking; add water if necessary 
so meat balls will not be dry. 

Serve 2 meat balls with 1 tbsp of the tomato sauce. 


Mock Chicken Legs 50 portions 





Ingredients Wt or Amt Measure 





100 1-in cubes 
100 1-in. cubes 


Veal 6% lb 
Pork 6% |b 
50 wooden skewers 

Eggs 0z 
Milk c 
Dry bread crumbs Ib 
Water pt 


le (4 to 5) 


Place 2 cubes of veal alternately with 2 cubes of pork 
on wooden skewers to make mock chicken legs. 

Beat eggs, add. milk to make dipping mixture. 

Dip mock legs in egg mixture and roll in bread 
crumbs. 

Brown in hot fat in skillets; place in roaster; add 
water; cover; bake in slow (325°) oven 2 hr or until 
meat is tender. 


Chicken or Turkey a la King 50 portions 





Ingredients Measure 


Flour 1 
Cold chicken or turkey stock, 

skimmed 
Green pepper, sliced 
Onion, finely chopped 
Mushrooms, sliced 
Chicken fat or butter 
Evaporated milk 1 
Chicken or turkey meat, 

cooked, cubed 1 gal (5 lb) 
Pimento, chopped 2% c 
Salt to taste 





Stir flour into small amount of stock, blending smooth. 
Heat rest of stock; stir in flour paste and stir over 
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low flame until thickened; stir and cook 10 to 15 min- 
utes longer. 

Saute green pepper, onion, and mushrooms lightly in 
chicken fat or butter. 

Add evaporated milk to thickened stock, then fold 
in sauteed vegetables and chicken or turkey; heat to 
serving temperature and season to taste. 

Serve on toast or cooked rice. 


Liver Creole 100 portions 





Ingredients Wt 


Beef liver 18 lb 
All purpose flour 1 lb 1 qt, siftec 
Fat or oil 1 lb 2 c 
Chopped onion 1 lb 22/3 ¢ 
Chopped green 

peppers 1 Ib 
Chopped celery 4 lb 
Salt 3 oz 1/3 ¢ 
Sugar 1% oz 3 tbsp 
Canned tomatoes 1% _ gal 
Catsup 1% ¢ 


Measure 





Skin liver and cut in % inch cubes; dredge with flour 
and brown in fat or oil. 

Add vegetables; cover and simmer 20 min, stir in 
seasonings, tomatoes and catsup; simmer 15 min. 

Remove cover and cook 10 min longer, stirring oc- 
casionally. 


Lemon Tuna Bake 48 servings 





Ingredients Wt or Amt Measure 


Bread cubes, toasted 31/3 Ib gal 

Butter or margarine, 2 Ib qt 
melted 

Onion, chopped Y% Ib pt 

Flour Y% lb pt 

Salt 2 tsp tsp 

Pepper 1 tsp 

Sage, crumbled or 2 
ground 

Nonfat dry milk 3/4 

Water 6 

Celery, chopped 2 

Tuna, drained and 2 (no.5) flat 
flaked cans 

Lemon juice 1 Ib 

Bread crumbs, soft 11/3 lb 

Pimiento, chopped % |b 1 





Place 1 gal toasted bread cubes into each of 2 
greased steam table pans (12 by 20 by 2% inches). 

Put 1 pt melted butter in a large (10 qt) saucepan; 
add onions and saute until tender. 

Combine flour, salt, pepper, sage and nonfat dry 
milk; blend into butter and onion mixture; add water 
and cook until thick, stirring constantly. 

Add celery and tuna and gradually stir in lemon 
juice. 

Divide tuna and celery sauce in half and sprea’ % 
over it over toasted bread cubes in each pan. 

Combine soft bread crumbs, pimiento and remai::ing 
pint of melted butter in a (11% gal) bowl. 

Sprinkle bread crumb-pimiento topping over siuce 
in each pan. 

Bake in a moderate (375°) oven for 35 min. 
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THE BEST FOOD DESERVES THE FINEST CRACKER 


PREMIUM SALTINE CRACKERS * 
with NEW GOLDEN GLOW 


Your customers will appreciate these finer saltine 
crackers. They’re tastier, flakier and snapping 
crisp. These top-quality crackers are always 
perfect in our moistureproof cellophane packets. 


*Premium Snow Flake Saltine Crackers in the Pacific States 


sas cas ce don mc cunin'esecn cate citsh muah caus cin en es oui sy 
SEND FOR FREE BOOKLET AND SAMPLES 


National Biscuit Co., Dept. 22 | 
425 Park Avenue, New York 22, N. Y. | 


® 


For more information, use yellow postcard inside back cover. 

















FOR a number of years, 
and especially since the Second 
World War, the thunder about out- 
patient dispensing in hospitals has 
been increasing in magnitude and 
intensity. At first it was nothing 
more than localized grumbling by 
retail pharmacists who had de- 
veloped a dislike for local hospital 
pharmacies because of the loss of a 
few prescriptions. Localized groan- 
ing has gradually developed to na- 
tionwide scope. Retail pain has in 
recent months precipitated resolu- 
tions from organized retail groups 
strongly condemning hospital out- 
patient prescription work. One group 
calls it unfair competition and an- 
other asks all pharmacists to stay 
away from outpatient clinics and 
recently a president of a state phar- 
maceutical association warned hos- 
pitals against making themselves 
“the center of health operations.” 

Heated debates at recent conven- 
tions show that retail pharmacy 
wants to keep hospitals “in check” 
and by “in check” one presumes 
they mean to prevent hospitals from 
dispensing prescriptions to outpa- 
tients. This is, of course, their 
prerogative but unfortunately such 
action is due almost entirely to lack 
of understanding by retail of hos- 
pital pharmacy. 


Concepts Changing 


As the atomic age progresses, 
modern patient care is changing the 
concepts of medicine, hospitalization 
and pharmacy. Methods, practices 
and thinking of the old era will be 
different and, as is the case in all 
other areas, changes in pharmacy 
will be painful to many pharmacists. 
However, despite individual feel- 
ings, outpatient dispensing, a result 
of the trend, will probably increase 
significantly. If this happens it will 
be due not to the greed of hospitals 
but to new and greater demands 
made on them because of new con- 
cepts in patient care. 

A feeling of distrust has been 
generating pressure in the minds of 
retail pharmacists. They know that 
hospital outpatient clinics are grow- 
ing and they feel prescriptions get- 
ting away from them, and not being 
aware of the differences between 
the two, nor of their own changing 
profession, it is easier for retail peo- 
ple to consider hospital pharmacists 
as retail pharmacists which they are 
not. Narrow retail thinking, for the 
most part, is only that money is 
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by Daniel F. Moravec, M.Sc. 


Hospital Outpatient 


Dispensing 


being diverted to hospitals and con- 
sequently the recent reverberations 
denouncing hospital outpatient dis- 
pensing. This is causing a serious 
rift in pharmacy based _ unfor- 
tunately on lack of understanding, 
lack of projected thinking and dis- 
trust. 

For years retail has tried to ig- 
nore hospital pharmacies thinking 
of them only as hospital drug rooms, 
a place to store a few drugs prior to 
patient administration. A prime ex- 
ample of such thinking is the case 
of a local wholesale drug house 
that refused to recognize hospitals 
as having bona fide pharmacy de- 
partments, even though two and 
three registered men were employed 
in the hospital. Fortunately, static 
thinking like this is on the decline. 
On the national level today many 
pharmaceutical manufacturers and 
wholesalers are studying and learn- 
ing about hospital pharmacy, and it 
is worthy to note that these people 
are making sincere efforts to under- 
stand the problems and the think- 
ing of hospital pharmacists and the 
requirements expected of them in a 
new age. 


Centralization 


Many hospital authorities have 
voiced and written opinions that 
the future hospital will be the cen- 
ter of health operations and will be 
such in the interest of better patient 
care and economy. Because patient 
care is becoming so complex and so 
expensive, aS more and more new 
and costly methods of treatment are 
developed, it only follows that hos- 


pitals, physicians and pharmacists 
will be drawn closer together to 
meet such challenges. This means 
economy of services so that com- 
munities may be able to offer the 
most modern treatment to their peo- 
ple. It will be prohibitively costly to 
duplicate services in every doctor’s 
office and every hospital in the com- 
munity as in the past. So in order 
to furnish the best of over-all med- 
ical care, it seems only logical that 
all facets will group together and 
concentrate their financial and tech- 
nical efforts on one well-equipped 
and well-staffed center per area of 
population. 

It is also logical to believe that 
centralization of services will come 
about through a strong need caused 
by the demands of the age and not 
by hospital administrators nor 
physicians nor hospital pharmacists. 
To stop or divert this trend, will re- 
quire far more than the pressures of 
a few groups. In fact it may not be 
possible at all. And the only thing 
that can be accomplished by strong 
retail denouncement of centralized 
patient services, with its outpatient 
dispensing, is very poor public and 
professional relations as far as the 
pharmaceutical profession is con- 
cerned, with the resulting weaken:ng 
within its ranks. 


Broader Objectives 


Why shouldn’t the hospital of he 
future be “The center of health p- 
erations,” if it means better patient 
care and community health? Hos- 
pital thinking is broadening to in- 
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Now available in many sizes 


WECKINK STERILIZING BAGS 


The acceptance of WECKINK STERILIZING BAGS has been so great 
that additional sizes for handling more items became a necessity. 
The present range is shown at the right. WECKING 
In addition to PROOF OF AUTOCLAVING}, these bags offer the sisal eee 
following advantages: 
e water-resistant glue—bag will not come apart during or after 
autoclaving. 
complete steam penetration—the special paper used in WECKINK 
BAGS allows complete steam penetration of the contents. 
wet-strength paper—resists tearing’ when wet. 
Weck’s complete line of Sterilizing Bags ac- 
commodate most every item for autoclaving! 


If you haven’t tried WECKINK STERILIZING BAGS you will discover that waste 
they are the most convenient and most economical (labor and material Soir sete wees sme 
considered) method of packaging for autoclaving. 


Write for free samples and prices including special contract prices. 
WECKINK 


STERILIZING BAS 
sau 


SURGEON’S GLOVES, FANFOLD TOWELS, 
COTTON BALLS, V-PADS — 1012” x 6” 


. CATHETERS —22” x 2%" 
- SYRINGES —30 and 50 cc—10” x 22” 
. SYRINGES—10 and 20 cc—8” x 242” 
SYRINGES —2 and 5 cc—6” x 212” 
NIPPLE CAPS— 4” x 112” x 2%" 
NEEDLES — 4” x 1%" @ (and a host of other small items) fAutoclaving is not, per se, proof of sterility. 
NOTE: WECKINK STERILIZING BAGs are only part of the complete Weck System which revolutionizes the procedure of 


preparing items for autoclaving. Full details on request—or better —check with your Weck representative. 


oo 70 years of knowin 
EDWARD WECK & COMPANY Brooklyn 1, New Yor 


DIVISION OF STERLING PREGISION CORP, 


anu Hospital Special 





MARCH, 1960 For more information, use yellow postcard inside back cover. 











Standby power 
protects patients 


zy 


Kaiser Foundation Hospital, Oakland, 
California receives 375 KVA_ emer- 
gency, fully automatic Diesel Gener- 
ator Unit for installation as standby 
power. Unit was furnished by A. G. 
SCHOONMAKER COMPANY, INC., 
Sausalito, California, Plant, and is a 
General Motors Model 8-268A engine 
with an Electric Machinery Manufac- 
turing Company 120/208 volt gener- 
tor. Controls were manufactured at 
AGSCO’s Plant incorporating ASCO 
Transfer Switches. 


Have your Electrical Contractor or 
Consultant contact AGSCO for a 
surprise in the dollar savings that 
can be effected in buying AGSCO 
Standby Power Package. 


A. G. SCHOONMAKER COMPANY, INC. 
Foot of Spring Street, Sausalito, Calif. 
Edgewater 2-1490 
50 Church Street, New York 7, N. Y. 
Digby 9-4351 
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clude service not only to those pa- 
tients in the hospital, but also to 
those sick at home. This all means 
progress aimed at better patient care 
for the people of the community 
each hospital serves. 

With broader objectives for which 
to strive, with tremendous financial 
economy forced upon them and with 
demands for far greater technical 
needs imposed upon hospitals of the 
future, over-all health care will be 
drawn within the realm of each 
community hospital. Consolidation 
of services will be the key to success 
or failure. Those practicing con- 
solidation will survive to serve their 
mission—those that don’t probably 
will exist only in limited capacity 
or cease to exist altogether. 

In this progressive movement the 
hospital pharmacy will be an even 
more important factor than it is to- 
day! Outpatient dispensing will be a 
more and more important factor. If 
we think of the hospitals of the fu- 
ture, as many of today’s authorities 
do, we will see physician’s offices 
constructed adjacent to the central 
hospital building. Patients needing 
the various services will be sent 
through the hall to the other hos- 
pital departments where they will 
have available to them the most 
modern equipment, techniques and 
technicians. The hospital pharmacy 
department will be a prominent 
service and will gauge its activities 
to fit in with the over-all plan of 
consolidated services and this most 
assuredly will include extensive 
outpatient dispensing. 

Working closely with the physi- 
cians, hospital pharmacists will be 
able to anticipate pharmaceutical 
needs, purchase in quantity and sup- 
ply the patient with the drug he 
needs, at the time he needs it and 
for a reasonable price. Also in the 
pharmacy there will be pharmacists 
trained in specialties such as radio- 
active pharmaceuticals with the 
equipment to handle them. The 
pharmacy department will be set 
up to supply all kinds of special 
medications in all different forms of 
administration particularly when 
certain forms of administration can- 
not be purchased from drug manu- 
facturers. The hospital pharmacy 
will be able to supply medications 
individualized to the patients’ needs. 
This is not infrequent today in hos- 
pital pharmacies. Even with all the 
types and forms and sizes and 
shapes of drugs on the market, quite 
often a particular dosage form is de- 
sired which is not commercially 
available. The hospital pharmacist 
then compounds it to the need of 
the patient. 


For more information, use yellow postcard inside back cover. 


Thus the future hospital may well 
provide up-to-the-minute services 
where the patient can have the most 
modern care, from the time he sees 
his physician until he goes home 
with the medications he needs, ll 
this in one building and in a single 
package. Gone will be the days 
where every physician’s office had 
its own x-ray and laboratory. Gone 
will be the days where the patient 
had to go to one building to see the 
doctor, another for specialized tests 
and treatment, to another for hos- 
pitalization and still another for 
drugs. Consolidation and concentra- 
tion of services can be seen today 
in most other fields so why not in 
health care? 

As Dr. George Archambault pre- 
dicted as far back as 1955 when he 
said, “In my opinion, the American 
people are insisting more and more 
on the right to purchase their nor- 
mal medical care in a better, more 
convenient and simpler package 
than in the past, a one-stop package, 
if you please, where they receive 
laboratory work-up, x-ray and pre- 
scription service under the same 
roof where they are diagnosed and 
treated.” 

And so it may well be that outpa- 
tient dispensing in hospitals will 
increase with the changing times, 
and because of them, in spite of 
likes or dislikes of individuals or of 
groups. If this is what is coming 
then it would be far wiser for re- 
tail pharmacy to study and under- 
stand hospital pharmacy and, in- 
stead of publicly bedamning hospital 
pharmacy practices, learn to accept 
the change, work with their col- 
leagues in the hospital and together 
determine the need and solution. 
Because, regardless of what changes 
may come, there will always be a 
place for retail pharmacy and for 
hospital pharmacy. Far more will be 
accomplished when retail pharmacy 
realizes that hospital pharmacy— 
outpatient dispensing and _ all—is 
here to stay. 





How’s the new garbage disposal 
working? 
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IN SURGERY—Generally successful in 60 patients...no 
infection developed in prophylaxis group...most frank 
infections responded including some refractory to other 
drugs. Dosage 600 mg. daily or less. Excellent toleration.’ 


IN CLINIC—Full resolution in 150 soft tissue infections. 
Transient side effects in two per cent. Dosage 600 or 
750 mg. daily for average of six days (alone or with 
surgical measures) .4 


- greater inhibitory activity 

- lower milligram intake 

- sustained peak activity 

- extra-day protection against relapse 


Drcromycin? 


ON WARD-—Successful in all 32 acute pneumonias but 
two. Seventeen were complicated by underlying broncho- 
pulmonary problems. Dosage low. No toxicity. Accept- 
ance, toleration excellent.? 


AND ACROSS THE SPECTRUM-— 87 per cent of 2384 
cases reported cured or improved. Dosage usually 600 
mg. daily.! 


CAPSULES, 150 mg./PEDIATRIC DROPS,60 mg./cc./ ORAL SUSPENSION, 
75 mg./5 cc. tsp. 


REFERENCES: 1. Compilation of Clinical Reports, Department of Clinical 
Investigation, Lederle Laboratories, January, 1960. 2. Duke, C. J.; Katz, S., 
and Donohoe, R. F.: Paper read at Seventh Antibiotics Symposium, Wash- 
ington, D. C., November 5, 1959. 3. Floyd, R. D., and Anlyan, W. G.: 
Clinical report, cited with permission. 4. Prigot, A.; Maynard, A. de L., and 
Zach, B.: The Treatment of Soft Tissue Infections with Demethylchlortetra- 
cycline. To be published. 


{ 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Lp 
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Resilient Tile Floors 


Tips on Maintaining Them 


by William Mueller 


® RESILIENT FLOORING that has 


proved to be highly applicable to. 


hospital needs include asphalt, 
vinyl asbestos, rubber and _ solid 
vinyl tile. 

Each of these resilient floorings 
has its own individual character- 
istics and qualities. 


Asphalt Tile 


Asphalt tile is the most widely 
used resilient tile. It is highly fire- 
and-moisture proof and vermin re- 
sistant and has an extremely high 
safety rating. Tests have established 
that a person is less likely to slip 
on asphalt tile than any other 
smooth surface resilient floor cover- 
ing. It can be walked on immedi- 
ately after installation. 

Greaseproof asphalt tile is par- 
ticularly suited to hospital kitchens 
and cafeterias because it is im- 
pervious to greasy food particles 
dropped on the ground. 


Vinyl Asbestos Tile 


Vinyl asbestos tile is the fastest 
growing resilient tile in popularity. 
It is produced in thicknesses 1/16 
and 1/8 inches and is tempered to 
withstand all weather variations, 
including flood conditions as well 
as sub-zero and tropical climates. 


Rubber Tile 


Rubber tile is in high favor in 
hospitals because it features long 
wear and cost-saving maintenance 
and beauty. It insures foot comfort 
since it is soft and pliable and easy 
to tread on. This tile is molded un- 
der great pressure and hence is 
tough and long-lasting. It contains 
no oils or other ingredients that 
will dry out and leave the tile brit- 
tle. It is resistant to chipping and 
marring. 


Mr. Mueller is field research director, 
Kentile, Inc. 
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Solid Vinyl Tile 


Solid vinyl tile, composed of 
homogeneous vinyl, is exception- 
ally durable, resilient and grease- 
proof. Satin finish cuts down re- 
flection of scratches and underfoot 
irregularities. Because of its super- 
lative toughness, it will outwear 
any other type of flooring of similar 
thickness. 

Since it is chemically inert, the 
smooth gleaming surface resists 
grease, oils, bleaches, alcohol, acid, 
gasoline and turpentine, which 
easily wipe up without penetrating 
the surface. 


Floor Care Simple 


Because of varying traffic in hos- 
pitals, different maintenance condi- 
tions prevail with each situation. 
The frequency with which a floor 
should be swept, scrubbed or 
waxed will depend upon the kind 
and amount of traffic. Therefore, 
after a new floor has been installed 
it should be watched and main- 
tained frequently until it can be de- 
termined how often that particular 
floor should be cleaned and waxed. 

In large areas, mechanical equip- 
ment—scrubbing, polishing, waxing 
machines and vacuum tanks for re- 
moving waste water—will do a bet- 
ter job and quickly pay for itself. 
In small areas use mops, a wax ap- 
plicator and a polishing machine. 
However, in large and small areas 
a systematic maintenance schedule 
is the most economical schedule. 

The following are basic recom- 
mendations for maintaining floors 
in hospitals: 

Sweeping 

a) Sweep daily with a soft hair 
push broom. This will remove gritty 
particles which might be ground in- 
to the floor, and also reduce the 
frequency of washing. 

b) Where dust is a problem, use 
a wax base sweeping compound. Do 


not use oil or solvent base com- 
pounds as they will soften and im- 
pair the surface of some tile and 
collect dust on others. 

c) An occasional dry buffing of 
the floor after it has been swept 
will maintain a sheen. 

Washing 

a) Do not wash new floors for 
three days. This allows adhesive to 
set tightly. However, during this 
period floors may be cleaned if nec- 
essary with a slightly moistened 
cloth or mop. 

b) Sweep the floor thoroughly 
before washing it. Use a good qual- 
ity, mild, neutral soap, diluted ac- 
cording to instructions on the con- 
tainer. 

c) Use a mop to apply soapy so- 
lution to about 100 square feet. 
Scrub with mop, or preferably, a 
machine using a palmetto brush. 

d) Remove hard-to-clean spots 
with scouring powder (do not use 
scouring powder on rubber or solid 
vinyl tile). 

e) Use a squeegee to push soapy 
water to unscrubbed area. Rinse 
scrubbed area with clear water and 
clean mop. Do not flood floors. 

f) Use dry mop or vacuum pick- 
up tank to remove rinse water and 
to dry floor. Continue until entire 
floor has been scrubbed and rinsed 
dry. 

Waxing 

a) Before waxing, the floor 
should be clean and dry. 

b) Apply small quantity of water 
emulsion wax with wax applicator 
over as large an area as possible 
with long, straight strokes. 

c) Move from area to area avoid- 
ing the overlapping of wax. Do not 
walk on newly waxed area for 30 
minutes. 

d) For high polish use machine 
with tampico brush. Use skid proof 
wax where slip hazard exists. 

Do not overwax floors. This only 
wastes money and squanders time 
and labor. 

Paste wax, mineral solvent liquid 
wax, or a_ self-polishing waiter 
emulsion wax may be used on cork 
floors. Buff wax after it is com- 
pletely dry. 

Do not use waxes or cleaners 
containing gasoline, kerosene, naph- 
tha, turpentine, mineral solvents on 
rubber or asphalt tile as they will 
soften the tile and cause the colors 
to bleed. 

Do not use varnishes, lacquers, 
shellac, or other plastic finishes on 
any resilient tile floors. Eventually 
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ATARA 


(brand of hydroxyzine) 


<n Special Advantages 
in TIVE 
‘| yPEREMO | d 
("Aout PATIENTS \\\@| Parenteral form effective in 
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minutes; pre-eminently safe. 
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World-wide record of effectiveness—over 200 laboratory and 
clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious adverse 
clinical reaction ever documented. 

Chemically distinct among tranquilizers—not a phenothiazine 
or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly anti- 
arrhythmic; does not stimulate gastric secretion. 





Supportive Evidence 









“*,. the injectable form of [Atarax] deserves to be il 
used extensively in hospital practice on account of its 
efficacy and... harmlessness.’” 












Well tolerated by debilitated 
patients; does not impair 
mental acuity. 











“,.. Seems to be the agent of choice in patients suffer- 
ing from removal disorientation, confusion, conversion 
hysteria and other psychoneurotic conditions occurring 
in old age.””” 






















Palatable syrup and 10 mg. 
tablet for easy dosage ad- 
justment. 











“Atarax also may be employed advantageously to reduce 
anxiety in children who become distressed when faced 
with unpleasant, fear-provoking situations such as diag- 
nostic tests in the hospital, painful treatments, dental 
work, and minor surgery.’” 

























Dosage: Adults, for tension and anxiety, one 25 mg. tablet, or 
one tbsp. syrup q.i.d. For severe emotional disturbances and 
sedation, one 100 mg. tablet b.i.d. For psychiatric and emo- 
tional emergencies, 25-50 mg. (1-2 cc.) 1.M., 3-4 times daily 
q. 4 h. Children, for behavior disorders, 3-6 years, one 10 mg. 
tablet or one tsp. syrup t.i.d.; over 6 years, two 10 mg. tablets 
or two tsp. syrup, 10 mg. per tsp., t.i.d. Parenteral dosage for 
children under 12 not established. 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solution, 25 mg. per cc. 
in 10 cc. multiple-dose vials; 50 mg. per cc. in 2 cc. ampules. 
Prescription only. 
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“16 months without cleaning”... 
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the NEW BARNSTEAD STILL 
at the Mary Fletcher Hospital 


Mr. Edward F. Croumey, Chief Pharmacist at the Mary 
Fletcher Hospital, Burlington, Vermont writes: “This 
Barnstead Still has been in operation for over two years. 
It has consistently given us distilled water of Zero parts 
per million as sodium chloride read on a Barnstead Con- 
ductivity Meter. 


During the time the Still has been in operation we have 
had little or no maintenance, other than routine checking. 
After 16 months daily operation the Still was opened for 
cleaning. We found no material had accumulated and that 
the Still needed no cleaning or any other work, other than 
replacing gaskets. 

*This is how well the Barnstead Still with New Conden- 
sate Feedback Purifier solved a difficult scale formation 
and maintenance problem at this hospital. 


If you have hard water in your area and want pyrogen- 
free Distilled Water of highest purity without the neces- 


sity of Still cleaning . . . install a new Barnstead Still with 
Condensate Feedback Purifier. 


Over 200 different models and sizes. . . all especially de- 
signed for hospital use. Over 80,000 Barnstead Stills in use 
providing purest, pyrogen-free distilled water for most 
hospitals the world over. 


Write for Bulletin 145-A 
Describes the Barnstead Still 
You Never Have To Clean 


—— 


STILL AND STERILIZER CO. 
25 Lanesville Terrace, Boston 31, Mass. 


OTHER BARNSTEAD PURE WATER PRODUCTS INCLUDE: SINGLE, DOUBLE, AND TRIPLE STILLS; WATER DEMINERALIZERS; 
LABORATORY STERILIZERS; DISTILLED WATER HEATERS; PARAFFIN DISPENSERS; WATER BATHS; PURITY METERS; AND SUBMICRON FILTERS. 


86 For more information, use yellow postcard inside back cover. 


HOSPITAL MANAGEMENT 








MARCH, 1960 





za : STERILE 7 
GLOVES 7 imme stoves! ” 


BEFORE AUTOCLAVING 








AFTER AUTOCLAVING 


sTSI (TIME STERILE INDICATOR) 


15 MIN. - 250 


LABE L GIVES DIGNITY * 


CONFIDENCE TO EVERY PACKAGE 


@ NO GUESSWORK 
@ NO PENCIL MARK MISTAKES 


FOR SURGERY AND ALL OTHER DEPARTMENTS 
IT IS CLEAN - CRISP - WHITE - STRONGER 
SEALS - IDENTIFIES - GIVES SIZE - NUMBER AND 
CONDITION OF EVERY ASSEMBLED PACKAGE. SELF- 
STICKING TO ANY WRAPPING MATERIAL. Key Dept. A-60 


PROFESSIONAL TAPE CO., INC. 355 BURLINGTON RD. RIVERSIDE, ILLINOIS 


For more information, use yellow postcard inside back cover. 
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by Mary Helen Anderson, R.N., M.S.H.A. 


Brainstorm Catalogue 


THE RECENTLY DEVELOPED 
technique of group dynamics called 
“brainstorming” has some _ direct 
adaptations for use in the Central 
Service department. The procedure, 
basically, is that a group of people 
gather and submit spontaneously a 
series of solutions for a given prob- 
lem, and the idea is to bar no ideas 
from consideration, regardless of 
how wild the scheme may sound. 
There are other rules (however, 
very few) that pertain to the actual 
“brainstorming” sessions, but it is 
the main concept itself that can be 
so beneficial to C.S. supervisors, 
and personnel in general. How many 
times is a sentence begun: “Why 


don’t they ... .” or, “I wish to 
goodness somebody would think of 
a way to... ,” and other similar 


introductions. The trouble is that 
in so many cases the right people 
do not hear the expression of the 
need; then, too, the need may be 
expressed so far away from the 
actual situation, that the impact of 
the solution may be lost. 

We would like to propose an ex- 
periment, perhaps not precisely 
scientific, but one that should at 


least prove most interesting, and in 
the end, time well spent. The mate- 
rials required are simple, and the 
technique even simpler. Any type 
of a notebook can be used, although 
a looseleaf one might be more prac- 
tical if the idea takes hold. The 
notebook will be entitled, “Brain- 
storm Catalogue,” and should be 
placed at the check-out counter of 
Central Service. Entries may be 
made by anyone who wishes to do 
so, or the C.S. personnel may make 
the entries as they occur. 

What will be recorded in this 
unusual journal? All of the ideas 
that arise from the needs of the 
people who use the C.S. equipment. 
The C.S. supervisor that was so 
upset by the missing scissors said 
one day, “I surely wish they would 
make disposable scissors.” Result; 
at this very moment hundreds of 
disposable scissors for suture re- 
moval are being given rugged tests 
in a number of hospitals. The doc- 
tor who felt there must be a safer 
way to administer blood than 
through tubing that was boiled in 
sodium carbonate, and through fil- 
ters that had to be soaked in con- 























Pulling the necessary lengths for the sticks 


Catheters in tubing being removed from autoclave 
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Esther Abbot, R.N., yutting rubber 
catheters in sterilizing tubing. (Note 
paper tab at end of catheter!) 


centrated nitric acicl for 36 hours 
has now seen the results of his 
“brainstorm.” 

A close look at some of the ridic- 
ulous things that some of us do in 
Central Service should produce a 
multitude of ideas for better service 
to the patients by means of better 
methods within the C.S. department. 
The important thing is that these 
things be recorded and that the 
ideas be channeled properly so that 
they might be given consideration. 
Manufacturers so often have to work 
in the dark because they cannot 
compile figures that show a clear 
picture of the needs of the patients. 
The result is a completely unstand- 
ardized line of simple things like 
gauze sponges, needle sizes, and 
glove wrappers. 

The Brainstorm Catalogue is not 
just a suggestion box type of thing. 
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* Parenteral and 
Surgical Solutions 


BD hiwie parenteral solutions and 
administration equipment provide medical 
% Blood Transfusion 


and Plasma Bottles 


* Pressurized Blood 


and nursing staffs with complete and 
dependable facilities for every fluid 
therapy need. 


Transfusion Set —"460” 


Flawless purity, prescription accuracy and 
% Plasma Volume 


rigid non-pyrogenic qualities are, of course, a dlee naadined 
xpander (Plavole 


minimum requirements for all injectionables. 























To these, however, Amsco adds “‘plus’ 
factors of completeness of line, ease and speed 







%® Disposable 
Administration and 
Donor Sets 


of handling and prompt service which are ak tdby modem 


Sterile Fluids 
concept for hospital 
prepared solutions 


of genuine benefit to every hospital. 

Amsco Laboratories representatives are 
well informed on the most current fluid 
therapy techniques, and the current findings 
of Amsco Research. Service offices and 
warehouse stocks are strategically located 
to speed consultation and service. 


For detailed literature, request Brochure MC-512R3 


Conor 


LABORATORIES 


ERIE PENNSYLVANIA 


DIVISION OF AMERICAN STERILIZER COMPANY 


World's Largest Designer and ; 
Manufacturer of Sterilizers, Surgical 
Tables, Lights and related equipment — 
and supplies 
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firmary, Louisville — 
Foote Memorial, Jack- 
son, Mich. — Smith, 
Kline & French, Phila- 
delphia — ISC —in- 
stalled Work Standards 
housekeeping programs 
have brought these in- 
stitutions increased 
housekeeping produc- 
tivity at reduced costs. 
ISC clients throughout 
the nation have achiev- 
ed comparable results. 


The ISC one or two day 
preliminary audit indi- 
cates the productivity 
and savings that may 
be available to you un- 
der the Work Standards 
System of housekeep- 
ing. 


Write or phone today 
for information. 


INDUSTRIAL SANITATION COUNSELORS 


2934 Cleveland Blvd. — Lowisville 6, Kentucky 
Telephone: TWinbrook 6-0342 — Greater Delaware 
Valley Area telephone: TUrner 7-1199 








WORLD FAMOUS 


MINNESOTA 
Medical Center 


UNIVERSITY OF MINNESOTA 
yr nln MEMORIAL HOSPITAL 


Minneapolis, Minnesota 


KATOLIGHT Blackout 


PROTECTED! 





KATOLIGHT EMERGENCY POWER helps 
eliminate fear of Power Blackouts here. 

Install a dependable Katolight Power Plant 
in your hospital, Plants built to your specifi- 
cations to assure uninterrupted use of lights, 
iron lung, x-ray, heating, ventilation, eleva- 
tors and other electrical equipment neces- 
sary for the welfare of your patients. 


EMERGENCY 
atolight power PLANTS 
TO 1,000 KW TO MEET EVERY ond OR NEW 


HOSPITAL REQUIREME 
WRITE FOR DETAILS TODAY! 


KATOLIGHT corPoraTion 


BOX 891-86 MANKATO, MINNESOTA 
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It is a complete listing of problems 
and suggested solutions, regardless 
of how farfetched the ideas may be. 
When a number of items have been 
recorded relating to a single subject, 
the hospital administrator should 
be apprised of what has been done. 
Often times there will be an an- 
swer right there. If the problems 
are product-centered, the research 
specialists of the manufacturers will 
be delighted to work on the puzzles, 
for it will be to their advantage to 
come up with a good solution. 

The only person who would not 
benefit from such a_ procedure 
would be the Central Service Su- 
pervisor with no problems at all. 
For such a one there is no hope at 
all, for this one is surely dead! 

To start the ball rolling, here are 
a few that you might want to list 
as list toppers. 


Problem: 
How can we keep matching tra- 
cheotomy tube parts together? 


Solutions: 

Have a one-piece tube. 

Tie the third part to the patient’s 
arm with twill tape. 

Develop a disposable tracheotomy 
tube (and this has been done, we 
understand.) 


Problem: 

How can we keep our three-way 
stopcocks in good working order, 
as well as clean the parts we can’t 
reach? 


Solutions: 

Use them once, making the pa- 
tient pay for them. 

Use rubber tubing and hemostats 
instead of stopcocks. 

Develop a plastic, disposable stop- 
cock. (This, too, has been done.) 

A simple illustration of an answer 
to someone’s brainstorm is shown 
here, with the hope of encouraging 
C.S. people to tabulate their ideas, 
and to keep plugging away with 
suggested solutions to problems. 

Catheters have long presented 
problems, both in packaging, and in 
cleaning. Many hospitals make no 
attempt to re-use special catheters 
with very small divisions, such as 
Foley catheters with two-way 
drainage provision. There are other 
hospitals who have sought for a way 
to package these catheters so that 
the size might be visible on the 
outside of the package, so that the 
sterility might be maintained for a 
long period of time (to avoid fre- 
quent resterilization that might be 
unnecessary) and so that a mini- 
mum of time and effort on the part 
of the technician in C.S. might be 
afforded. Many methods are still 


use yellow postcard inside back cover. 





in use today—catheters are fas- 
tened to boards, either wood or 
cardboard, wrapped in one or two 
thicknesses of muslin and sterilized 
by steam under pressure; catheters 
are still boiled in some places (but 
not too many, we hope) and cold 
disinfectants (called cold steriliz,- 
tion for want of a better term, «1- 
though this is not accurate). Paper 
wraps are employed in  varicus 
forms—sheets, envelopes and bazs. 
An interesting development in the 
packaging field was the cellophane- 
like tubing that had its beginnings 
in sausage casing. It is not our pur- 
pose here to advocate or to pass 
judgment upon this method of 
packaging, for there are points in 
favor of and against the pictured 
procedure. This is presented as one 
answer to the brainstorm response 
to “Why doesn’t somebody invent 
a tubing that you can see through 
for catheters?” As one of the illus- 
trations shows, the tubing can be 
used for many, many CS. items, 
and has proved quite a boon to 
C.S. workers. Esther Abbott, who 
is illustrating the use of this item, 
is a member of the National Asso- 
ciation of Hospital Central Serv- 
ice Personnel and will be happy to 
answer any inquiries about this 
type of packaging. a 
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they will produce traffic marks 
which are unsightly and extremely 
difficult to remove. 

Resilient floors must be protected 
against permanent _ indentation 
caused by heavy loads on small or 
sharp surfaces. Remove any small 
domes from the furniture legs. 

Heavy furniture, more or less 
permanently located, should have 
composition cups under the legs to 
prevent them from cutting the floor. 

Frequently moved furniture, like 
desk chairs, requires casters. These 
should be 2 inches in diameter with 
soft rubber treads at least 34 inch 
wide, and with easy swiveling ball 
bearing action. For heavier items 
that must be moved frequently, con- 
sult the caster manufacturers as to 
the suitable size of the equipment 
that should be used. 

Light furniture, such as_ side 
chairs, should be equipped with 
glides having a smooth, flat base 
with rounded edges and a flexille 
pin to maintain flat contact with the 
floor. They should be from 1% to 
1% inches in diameter, depending 
on the load they have to carry. 8 
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STERILE 
DISPOSABLE 
NEEDLES 


for the benefits 
of disposability... 


PLUS / NEW 
EASY-ENTRY POINTS 


smooth, drag-free penetration 


SAFER-HANDLING HUBS 


surer finger grasp 


TAMPER-PROOF PACKAGES 


assured one-time use 


FULL-PROTECTION SHEATHS 


in the package—after filling— 
to the moment of injection 


now in sizes to meet most parenteral needs 
manufactured, sterilized and controlled by 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 
In Canada: BECTON, DICKINSON & CO., CANADA, LTD., TORONTO 10, ONTARIO 


"i 
i 
a B-D product 


B-D. YALE, LUER-LOK, MULTIFIT AND DISCARDIT ARE 
TRADEMARKS OF BECTON, DICKINSON AND COMPANY 





The Governing Body of the Hospital 


by Kenneth B. Babcock, M.D. 


Director 
Joint Commission on 
Accreditation of Hospitals 


® THE sTANDARDS for Hospital Ac- 
creditation state that “the govern- 
ing body has the legal and moral 
responsibility for the conduct of the 
hospital as an institution. It is re- 
sponsible to the patient, the com- 
munity, and the sponsoring organ- 
ization. Its official representative is 
the chief administrative officer of 
the hospital.” 


For the hospital to be accredited, 
the commission requires that the 
governing body assume its respon- 
sibilities. For effective performance, 
it should do the following: 


1. Adopt bylaws in accordance 
with legal requirements. 

2. Meet at regular stated inter- 
vals. 
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The nice old lady who scored her pie crusts “TM” and 
“TM” (‘Tis or 'Tain’t Mince) never knew which was which. So 
it is with “homemade” petrolatum gauze...there’s always 
the question of sterility. That’s why most hospitals 
specify ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. This 
label insures the absolute sterility that is difficult to attain 


in hospital-made gauze. 


Available in 6 sizes 


IN DISPOSABLE PLASTIC TUBES 
%” x 72” selvage-edged strips, 6 to box 


IN HEAT-SEALED FOIL ENVELOPES 


3” x 3” pads, open to 3” x 9” strips, 6 to box 
1” x 36” strips, 6 to box 
3” x 18” strips, 6 to box 
3” x 36” strips, 6 to box 
6” x 36” strips, 6 to box 


PROFESSIONAL PRODUCTS DIVISION 
Chesebrough-Pond’s Inc., New York 17, N, Y. 


VASELINE STERILE 
PETROLATUM GAUZE 
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STERILE! 
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3. Appoint committees. There 
should be an executive committee 
and others as indicated for special 
purposes. 

4. Establish a formal means of 
liaison with the medical staff, pref- 
erably by a Joint Conference Com- 
mittee. 

5. Appoint members of the medi- 
cal staff. 

6. Appoint a qualified hospital ad- 
ministrator who is the official rep- 
resentative of the governing body. 
The administrator is responsible for 
the conduct of the hospital, and 
provides liaison among the govern- 
ing body, the medical staff, the 
nursing staff, and other departments 
of the hospital. 

In the discharge of its duties, the 
governing body must obviously 
place the responsibility for the 
medical care of the patient pri- 
marily upon the medical staff. Only 
physicians can practice medicine; 
however, the governing body is re- 
sponsible for the environment, fa- 
cilities, and personnel necessary for 
physicians to effectively practice 
medicine in the hospital. 

For the welfare and safety of pa- 
tients, very close liaison must ex- 
ist between the governing body and 
the medical staff. Each group must 
respect the prerogatives of the other, 
accept fully its own responsibilities, 
and understand each other’s prob- 
lems. This can be accomplished only 
if there is good communication, 
effective organization and willing- 
ness to work together. Power pol- 
itics has no place in the hospital. 

The governing body appoints the 
administrator, formalizes his re- 
sponsibilities and delegates to him 
the internal operation of the hos- 
pital. It holds the administrator ac- 
countable for operating the hospital 
in accordance with established pol- 
icies. It formally approves the or- 
ganization, bylaws, rules and regu- 
lations of all groups operating with- 
in the hospital. It receives from all 
departments and groups those re- 
ports necessary to enable it to prop- 
erly evaluate the operations of the 
hospital. 

The commission recognizes ‘hat 
the ultimate authority and respon- 
sibility for the conduct of the hos- 
pital lie in the governing body. To 
exercise its authority and carry out 
its responsibilities for the care of 
patients, it needs the help, couusel 
and active participation of all pro- 
fessional and administrative groups 
in the hospital. 
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Filling a 90,000 cu. ft. LINDE storage unit—sur- 
prisingly compact, because liquid oxygen takes 
about 862 times less space than needed for atmos- 
pheric gas. Other units are the 25,000 cu. ft. size, 
which fits in an area only five feet square, and a 
3000 cu. ft. cylinder that can be moved by one man 
and replaces 12 conventional cylinders. 
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YOU'VE GoT TO BE SURE asoutr OX YGEN 


With hospital oxygen, you’ve got to be sure that 
it’s produced to U. S. P. standards . . . that it’s 
properly stored and handled .. . 

And you’ve got to be sure that it’s there when 
you need it. 

You don’t face problems like these when you 
have a LINDE liquid oxygen system installed. 
Any general hospital from 25 beds up can have 
liquid oxygen. Experienced LINDE representa- 
tives are ready to help in selecting and install- 
ing the equipment you need. You will find that 
liquid oxygen takes only a fraction of the 
storage space required for gas. Highly qualified 


personnel supervise its production all along the 
line. And deliveries are regular and depend- 
able, wherever your hospital may be located 
in the United States. 

Take advantage of more than 50 years of 
LINDE experience in the oxygen business. Call 
your nearest LINDE representative or distrib- 
utor. Or write Linde Company, Division of 
Union Carbide Corporation, 30 East 42nd 
Street, New York 17, N. Y. In Canada: Linde 
Company, Division of Union Carbide Canada 
Limited, Toronto. 
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“Linde” and “‘Union Carbide” are registered trade marks 
of Union Carbide Corporation. 
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The general stores service main- 
tains a 45-day supply of medical 
supplies, linens, canned goods and 
staples. Three carts are used to take 
equipment and supplies to the casu- 
alty area. The preop and triage 
carts contain such items as packs 
and trays, blankets, sheets, towels, 
resuscitators, sphygmomanometers, 
flashlights, stethoscopes, thermom- 
eters, splints, gloves, scissors, cut- 
down sets, dressings and bandages, 
pressure bulbs, germacide basins, 
tracheotomy sets, IV fluids and 
trays, other fluids, syringes and 
needles, wastebaskets and laundry 


hampers. The third cart furnishes 
such equipment as IV standards, 
wash basins, pillows, plaster, car- 
diac arrest trays. Twenty-one stu- 
dio beds and extra hospital beds 
are available. 


Inpatient Area 


In this area are the surgical team, 
recovery team, casualty team and 
inpatient team. 


Press and Casualty Information 


The release of general information 
and casualty lists to the press is the 
responsibility of the administrator. 


A team to include the medical ree- 
ord librarian, administrative secre- 
tary, and a stenographer correlates 
all pertinent information and staiis- 
tics concerning the disaster. A [ist 
of casualties received, treated, hos- 
pitalized, discharged and transfer: 
to another hospital is prepared f: 
the disaster tags. 

A physician, assisted by a hospital 
staff social worker and a stenog:a- 
pher, obtains and releases inforra- 
tion by telephone or in person to 
relatives of disaster victims. This 
information is compiled in the medi- 
cal records room and released 
through the social worker to «he 
relatives who wait in the cafeteria. 
Disturbed relatives and lost children 


Surgical Team 


For surgery and burn dressings as required. No team will 
operate longer than 12 hours; no team will operate on 
big cases over eight hours. A surgical team can divide in 
two sections to care for acs: debridements and splint- 
ing as Gaponded.:: 


Recovery Team 


Care for all patients postoperatively until reacted from 
anesthesia. 


Casualty Team 


Casualties requiring hospital bed care including postop- 
erative management. One team for 20 patients. 


Inpatient Team 


hospital at 
35 patients. 


1 surgeon 

1 assistant surgeon 

1 scrub nurse 

1 circulating nurse (for two teams) 

1 attendant 

1 anesthetist (five teams as starting iceis oe 
Physicians from surgical, OB-gyn, orthopedic, urological, 
eye, ear, nose and throat service will be used. 
Specialty surgery to be set up in teams as necessary; 
otherwise, specialty surgeons combine with general phy- 
sicians. 


(Supervision by anesthesiologist) 
2 nurses (R.N.) 
2 nurse aides 


1 physician 

4 nurses (R.N.) 
practical nurses 
nurse aides 


_ physician 
nurses (R.N.) 
practical nurses 
nurse aides 
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are sent to the exercise room in 
physical therapy. In instances where 
the physician may wish to speak to 
the relatives in private, the confer- 
ence room is used. Members of the 
clergy are permitted in the casualty 
area. 


Mobilization Procedure 


When the disaster word comes 
through to the hospital, the tele- 
phone operator obtains as much in- 
formation as possible, such as the 
number of injured persons, location 
and type of disaster, the organiza- 
tion, name and telephone number of 
the person calling. During the day, 
Monday through Friday, this infor- 
mation is immediately given to the 
adrinistrator and chief of clinical 
services. If either is absent their 
representatives are notified. Eve- 
nings, week ends and holidays, the 
information is given to the assistant 
director of nursing service, the sen- 
ior residents, and the watch engi- 
necr. The assistant director of nurs- 
ing service is responsible for con- 
tacting the administrator and chief 
of clinical services. 

After the alert is received the ad- 
ministrator instructs the telephone 
operator to announce the disaster 
signal over the loudspeaker. All 
heads of professional and adminis- 
trative services report immediately 
to the conference room to receive 
information and instructions. As 
soon as the meeting is over, other 
personnel are given instructions and 
prepare to receive the casualties. A 
telephone list of all personnel is kept 
by the telephone operator and in the 
administrator’s office. They can be 
contacted at the request of the ad- 
ministrator or his representative. 
The heads of service have in their 
possession the telephone numbers of 
their personnel. 

To provide room for casualty pa- 
tients without delay, a physician ac- 
companied by the charge nurse sur- 
veys each floor to classify patients: 
(1) send home, (2) transfer to other 
floors, (3) immobile. Patients are 
not moved or discharged until the 
need arises and instructions are sent 
to the floors. All casualty patients 
are sent to the second floor. 


Drills 


The first drill was held several 
months after the disaster plan man- 
ual was circulated. The primary ob- 
jective was to give everyone on duty 
an opportunity to practice his part 
with his special team in the area 
assigned and to test the disaster 
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CONTENTS OF DISASTER KITS 


Maintenance Kit 


24 sheets, 12 dozen spring snap clothes pins, 4 50-ft. ropes, 
1 100-ft. rope, 5 electrical extension cords, | pair pliers, 
20 ft. brown wrapping paper, | roll masking tape. 


Key Kit 


6 keys—1 each for main entrance, emergency entrance, A, B, & C 
stairways, APC (outpatient) entrance, x-ray entrance, pediatric 
entrance; 2 for receiving and weighing; 3 for elevators. 


Admissions Kit 


125 disaster tags, 50 urinalysis forms, 25 chemistry forms, 

50 hematology forms, 25 EKG request forms, 5 EEG request forms, 
60 x-ray request forms, 100 blood transfusion requests, 5 clip 

boards, 10 ball point pens, 75 valuables envelopes, 75 master 


roster sheets, 5 scratch pads. 


DISASTER TAG INFORMATION 


Number 
Status 
85-HS (the United Mine Workers 


Welfare and Retirement Fund | 


health card) 
Name 
Social security number 
Address 
Telephone number 
Age 
Sex 


equipment. Hospital personnel were 
selected to play the roles of casual- 
ties, relatives and hospital patients 
transferred to other floors. The drill 
was entirely a hospital affair. The 
surprise element was secondary, al- 
though the drill was held on short 
notice four days before schedule. 

Limited as this first drill was, it 
clearly indicated the need for cer- 
tain improvements. For instance, the 
disaster tags were not completed in 
some cases; two cars remained 
parked in the emergency entrance 
which should be clear at all times; 
the stretchers were too long to ac- 
commodate more than one at a time 
in the elevator; communications 
were inadequate; some of the per- 
sonnel were not familiar with the 
location of designated disaster areas; 
the clinical laboratory did not know 
where one patient had been sent 
who needed blood. 

The second drill six months later 
followed the basic disaster plan al- 


Race 

Responsible party 

Admitting diagnosis 

Time 

Order of care 

Treatment 

Disposition © 

Signature of physician 

Nearest relative, address, 
telephone number 


ready developed but with this im- 
portant difference—15 coal miners 
and 35 relatives, the mine manage- 
ment, eight local ambulances, the 
Beckley Fire Department, Red 
Cross, West Virginia State Police 
and the press participated. Each 
participant in the hospital and from 
outside played his part seriously. A 
casual observer would have thought 
an actual disaster had happened at 
No. 2 Stanaford mine. 

Aside from the fact that there was 
a slight hitch in the timing of the 
telephone call from the mine, the 
second drill went off with more pre- 
cision than the first. At 3:14 p.m. the 
hospital learned that there had been 
an “explosion” at 3:00 p.m. at 
Stanaford No. 2 mine of the New 
River Company. The hospital 
switchboard operator notified the 
administrator and the chief of clin- 


Please turn to page 113 





Writing Research Papers 


: SINCE THE WRITING of 
papers and articles is significant in 
the success of the technologist and 
to his broader application of knowl- 
edge, the intelligent use of the li- 
brary is an integral part of the 
technologist’s training. This meth- 
od of professional growth should 
be an active and vital part of every 
educational program. For resource- 
ful interpretation of daily experi- 
ence, a knowledge of what others 
have discovered is essential. Avoid- 
able mistakes, waste and duplica- 
tion of effort are thus averted. 

The x-ray departmental library 
which furnishes material for pur- 
pose of research is a stimulus to 
better teaching and constitutes an 
effective teaching program. A li- 
brary used by instructors stresses 
in the minds of those instructors the 
importance of collateral and supple- 
mentary reading, both for personal 
achievement and in student prep- 
aration. 

Research may be classified as 
routine and special. The former is 
usually undertaken upon the in- 
itiative of the individual. It should 
be a matter of pride to the radiolo- 
gist, instructor, and student alike 
to keep informed of modern ad- 
vances in radiology and in special 
phases which are of particular in- 
terest to them. Routine research has 
limitless possibilities both in re- 
gard to the individual and to ad- 
vance in science. 

Research by special arrangement 
may take form in writing of books 
for publication, or in the presenta- 
tion of papers written for journals 
or given orally at meetings of sci- 
entific groups. Students should be 
called upon to do research in con- 
nection with their academic train- 
ing. 


by Sister Aloysius Marie S.S.M., R.T. 


St. Mary's Hospital 
Madison, Wisconsin 


The first source of reference 
available to the departmental per- 
sonnel will probably be the depart- 
mental card index. If the material 
is not sufficient, the journals per- 
tinent to x-ray can easily be se- 
cured from the hospital medical or 
nursing school libraries. 

A point to be stressed in the use 
of card indexes is that the material 
required is often not found under 
the general subject head. The suc- 
cessful research worker is one 
whose imagination is capable of 
furnishing sub-heads and synonyms. 
Frequently this valuable aid is 
overlooked; it is to be strongly 
stressed. 

A suitable title, suggestive sub- 
heads, a clear summary and con- 
vincing conclusions are necessary 
precedent knowledge to the con- 
struction of a paper. The title should 
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Yow’re right — it is a laundry bag! 


be brief, descriptive and clear. 
Various phases of the subject are 
arranged in sub-headings, enabling 
the reader to find points of most 
interest. The literary references 
should bear directly on subject. 

The first draft of paper usually 
consists of a compilation of notes 
which are carefully collected on 
slips and arranged in a logical 
order. Non-essential words and 
phrases are deleted and sentences 
and paragraphs are recast to ob- 
tain unity of thought. The material 
is then typed and if time allows set 
aside. After a few days the material 
is reread and revised if necessary. 

Bibliographies at the end of ar- 
ticles are of invaluable aid. A con- 
venient method is to write out all 
references used on separate cards 
which can easily be arranged in 
sequence. Alphabetical arrangement 
of references is generally preferred, 
however, some publishers may have 
a special method of reference ar- 
rangement. 

Research material utilized for 
publications or academic purposes 
should be drafted, revised, and fi- 
nally copied according to definite 
techniques, depending upon the na- 
ture and purpose of the research. ® 


Borst, S.S.M., Sister Aloysius Marie: The 
value of a special library catalog for use in 
the radiologic department. The X-Ray Tech- 
nician 12:159-169 (March) 1941. 

Dini, Angelo: Start a school of x-ray tech- 
nology. The Empire State Technician 10:75- 
77 (October) 1958. 

Jones, E. Kathleen: Hospital libraries. 
American Library Association, 1939. 

Park, Davis & Company: A group of 
papers on medical writing. 1957. 

The x-ray technician. The American Scci- 
ety of X-Ray Technicians. 

The Illuminator. The Wisconsin Society of 
X-Ray Technicians. 
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EVEN IN “SEEMINGLY HOPELESS CASES” 
INVOLVING “HOSPITAL STAPH”... 


‘It would appear, therefore, that from this limited experi- 
nce with 17 desperately ill patients, parenteral novobiocin 
Albamycin] is therapeutically effective and offers a reason- 
ble expectation of a favorable response even in seemingly 
opeless cases.” 

arry, M. W.: Am. J. M. Sc. 236:330 (Sept.) 1958. 

Staphylococcal sepsis, particularly as it appears within the 
ospital environment, continues to represent a serious and 
ifficult therapeutic problem. ...It would appear that novo- 
iocin [Albamycin], like other broad-spectrum antimicro- 


THE UPJOHN COMPANY 
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bial agents, will be of clinical value in a certain number of 
staphylococcal infections.” 

Colville, J. M.; Gale, H. H.; Cox, F., and Quinn, E. L.: Antibiotics 
Annual 1957-1958, p. 920. 


The use of Albamycin has not been accompanied by systemic 
toxicity — renal, hepatic, or hematopoietic. Side effects (such 
as skin rash) have been minor in nature, and those that do 
occur are easily managed.** 


1. Garry, M. W., op. cit. 2. Editorial, New England J. Med. 261:152 (July 
16) 1959. 3. Nunn, D. B., and Parker, E. F.: Am. Surgeon 24:361 (May) 1958. 
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Palmer 


Continued from page 49 


The hazards of taking patients 
outside the building into bad weath- 
er are quite great. To route them 
safely takes preplanning and lots of 
men and equipment. Planning is 
‘vital. 

Usually the chief in charge of the 
hospital fire or disaster is the one 
responsible for putting the disaster 
plan into operation. He puts in a 
call to a central dispatching head- 


quarters which usually is the fire 
department alarm office, and gets 
the wheels rolling. The central dis- 
patcher will notify a prearranged 
communication point which in turn 
will contact all hospitals, informing 
them of the nature of the disaster 
and getting information regarding 
the number of casualties they can 
handle and when they will be ready 
to receive them. If there are no 
other hospitals in the area, the 
school, armory, church or other 
temporary housing should be set up 
in your hospital evacuation plan. 
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Jarvis 
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this stretcher. 
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Handle mechanism 
is color-coded 


for quick 
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desired position. 


. The 3-position litter crank makes it possible 
to raise or lower the litter to the desired posi- 
tion in seconds. This one crank elevates either 


. The back rest crank permits Fowler position- 

ing. The back support is securely geared to 
Position stay rigid in any position between flat and 
maximum elevations. The crank is hinged and 
spring-loaded and is not in the way when not 
in use. 


e . Practically the same back support, designed 

for manual operation, can be provided for 
the foot end of the stretcher to permit leg 
elevation. 


Sales Representatives In Leading Cities 
Throughout the Country 


PALMER, MASSACHUSETTS 


In Canada: Jarvis & Jarvis of Canada, 1744 William St., Montreal, Quebec 
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The central dispatcher also contacts 
a prearranged communication point 
which in turn will contact all local 
ambulance companies, requesting 
that ambulances be sent to the loca- 
tion of the disaster. The central dis- 
patcher will also notify the police 
department and the sheriff's office, 
also The American Red Cross znd 
the civil defense agency. If there is 
need for the boy scouts, they will 
also be called at this time. It is the 
responsibility of the local fire de- 
partment, under the command of the 
chief at the disaster, to put the dis- 
aster plan into operation, to estab- 
lish a command post where incom- 
ing ambulances and police cars can 
report, and also to serve as a com- 
munications center for all dispatches 
leaving the disaster area. This com- 
munications center could probably 
be a fire truck or a fire chief's car. 
It should, however, be as conspicu- 
ous as possible and known by pre- 
arranged plan to all of the parties 
involved in the setting up of this 
master disaster plan. 

The command post or the dis- 
patch center at the scene of the dis- 
aster should be responsible for the 
following: 

1. Estimate the number of casual- 
ties. 

2. Inform the central dispatcher 
of the casualty load. He in turn 
will inform the communication point 
for all hospitals, so that the hos- 
pitals will know about how many 
casualties to expect. 

3. Request additional ambulances 
as needed. 

4. Arrange for needed stretchers, 
blankets, cots and nurses through 
appropriate agencies represented at 
the scene or from their headquar- 
ters. 

5. Route ambulances for orderly 
distribution of casualty load. Iden- 
tify with tags if possible. 

6. Secure proper information so 
that patients will be transferred to 
the proper hospital waiting for them 
to be received. 

The principles of procedure of 
this plan are adaptable to varicus 
disaster conditions. Experience |:as 
shown that the first and paramount 
requirements in bringing a com- 
munity disaster under emergericy 
control are 

organized preparedness, 

rapid information as to the ex- 

tent of the disaster, 

authority to act, and 

channels of immediate action. 


Pictures courtesy of Lt. Robert McGrath. 
For further information about his "fire 
Safety Institutes" write him at 7837 S. 
Ridgeland Ave., Chicago 49, Ill. 
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NATIONAL ASSOCIATION OF HOSPITAL PURCHASING AGENTS 


Mrs. Orpha Daly Mohr 

Secretary-treasurer 

National Association of Hospital Purchasing Agents 
Chicago Wesley Memorial Hospital 

250 East Superior Street 

Chicago II, Illinois 


A Letter From President Grapp 


Dear Members: 


A letter has gone out to you very recently regarding our proposed 
lapel pin. Please give this prompt consideration and mail your reply. 
In many organizations the dues would be high enough so they could give 
you this pin. However, you know how low our dues are. Perhaps, you 
can look at it that way if you are having a hard time justifying the 
expenditure. We need your Support as an individual to make this as- 
sociation Emblem a reality. 


I have contacted each of our twelve District Vice Presidents and 
they are rapidly giving me the names of members whom they consider qual- 
ified to serve as National Directors. Our By-Laws are set up the same 
as the National Association of Purchasing Agents so that ultimately 
these National Directors will be elected by local and state associations. 
At present this is true in Chicago and in Milwaukee. We hope to move 
rapidly toward a position where each state will be organized to the 
point where they can elect their own National Director. As in the 
NAPA this will probably quite often be the outgoing local association 
president, whether the association covers a state or a metropolitan 
area. In the meantime I am appointing Directors so we will have a full 
slate for an election in April. The Directors in each district will 
elect a new District Vice President from their own number. 


As an individual member you are urged to assiSt on our committees. 
If you are interested and can devote some time, please write to 
Orpha Mohr expressing your interest. 


At your state and regional hospital meetings try to get together 
for a breakfast, and, if possible, put on some kind of a purchasing session. 


It is difficult for HOSPITAL MANAGEMENT to pull out from their mail- 
ings the renewal bills for our members. Therefore, if you get one, write 
across the face of it, "Covered by NAHPA dues", and return it to them 
in the postage paid reply envelope. AS you know, your subscription is 
taken care of through your dues to the NAHPA. 


Sincerely, 


Edward M. Grapp, 
President 


MARCH, 1960 





Association News 


Stanley B. Pariso 


= District 8 Vice President Stanley 
Pariso is the assistant director of 
the University of Texas Medical 
Branch Hospitals, Galveston, Texas. 

Prior to entering the Hospital 
Administration field, he had 12 
years of sales experience—several 
years with Meinecke & Company 
of New York, selling a general line 
of hospital supplies; one year with 
Johnson & Johnson, selling surgi- 
cal dressings; several years with 
Wyeth, Inc. of Philadelphia, as a 
medical detail man and pharmaceu- 
tical salesman. 

He received his degree in Hos- 
pital Administration at the Univer- 
sity of Toronto. 

He is a past-president of the Ne- 
braska Allied Drug _ Travelers; 
member of the Purchase Exchange 
of the Catholic Hospital Associa- 
tion; and past-president of District 
2, Nebraska Hospital Association. = 


R. E. Meriwether 


= Our District 5 National Board 
Director Richard E. Meriwether 
hails from Kentucky. He holds a 
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B.S. degree from Austin Peay State 
College and an M.S.H.A. degree from 
Northwestern University. 

He is presently administrator of 
the Western State Hospital in Hop- 
kinsville, Kentucky. Previously he 
was the assistant administrator of 
this hospital. His other experience 
includes teaching at Austin Peay 
State College, buyer for the Cov- 
ington Grain Company in Gutherie, 
Kentucky and office manager for a 
roofing firm in Fort Campbell, Ken- 
tucky. He served two years with 
the Eighth Air Force in the Euro- 
pean Theater. 

He is an active member in these 
organizations: Alpha Delta Mu, the 
Alpha Chapter; National League for 
Nursing; Board of Director for the 
Kentucky League for Nursing 1959- 
1960; Advisory Board—Glasgow 
School for Practical Nursing, Glas- 
gow, Kentucky; Kentucky Hospital 
Association and Western Confer- 
ence of KHA. 6 


We have recently received the 
following changes in position and 
addresses of National Officers and 
Members: 


District 7, Vice President 

J. FRED GUNTER, Administrator 
Pineview General Hospital 
Valdosta, Georgia 


District 4, State of Indiana 
National Director 
CARL MOSSON 
Ball Memorial Hospital 
Muncie, Indiana 
Mr. Mosson has resigned as Na- 
tional Director because he _ has 
joined the sales organization of Co- 
lonial Hospital Supply. However, he 
writes, that he will be working for 
the interests of our association and 
will assist us in any way possible as 
he carries on his new work, which 
after all isn’t so different. They say 
any good Purchasing Agent has to 
be a good Salesman. 
We wish Mr. Mosson, every suc- 
cess, but we are sorry to lose him 
from our Board of Directors. 


District 9, Vice President 
H. A. LAUFE 
Sinai Hospital of Baltimore 
Belvedere Avenue at Green- 
spring 
Baltimore 15, Maryland 
We are looking forward to Mr. 
Laufe doing an article for our mem- 


bers on “How and What” Purchas- 
ing does when the entire hospital 
is moved from one location to an- 
other across town. 


A. F. MAGILL, formerly Purchasing 
Agent of Wesley Hospital, Wichita, 
Kansas, modestly sent in an address 
change with his current dues pay- 
ment. He is now Administrator of 
Beaver County Memorial Hospital, 
Beaver, Oklahoma. 


CAPTAIN ROGER MONTCALM of Brooks 
Army Medical Center, writes that 
he will be attending Army Medical 
Service School until next July. Then 
he will probably be sent to Frank- 
fort, Germany to do Medical Pro- 
curement work. 

At Captain Montcalms suggestion, 
his replacement officer, CAPTAIN AL- 
LEN J. SNYDER, MSC has become a 
member of the NAHPA. We are 
very happy to welcome Captain 
Snyder. 

We trust that Captain Montcalm 
will find time during his new assign- 
ment to do an article on Govern- 
ment Procurement practices. 


MR. BENOIT J. GAGNON of Brockton 
Hospital, Brockton, Massachusetts, 
has accepted the position of Pur- 
chasing Agent of Lawrence and 
Memorial Hospitals in New Lon- 
don, Connecticut. 


ee 


Robert C. Harrison 


# National Director Robert C. 
Harrison of District 7 is purchas- 
ing agent of the Baptist Memorial 
Hospital, Jacksonville, Florida. 

He received his education at the 
Jacksonville University and Fur- 
man University. 

After college he worked in mer- 
chandising for a year, then served 
two years in the Army Medical 
Corps in Germany. He came to 
Baptist in 1955 as stores manager 
and was made purchasing agent in 
1958. He purchases everything for 
the hospital with the exception of 
food and drugs. 5 
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Frank Duran 


s Meet your National Director of 
Region 2 Frank Duran, assistant 
to the administrator of Hillcrest 
Medical Center, Tulsa, Oklahoma. 
Frank is widely known in the 
hospital field. He joined the staff 
at Hillcrest in 1948 and has since 
worked closely with Mr. Twitty on 
three 2 million dollar expansion 
programs. Besides his work at Hill- 


crest, Mr. Duran works with the 
state agencies on many project de- 
velopments, tests, and so forth. He 
is often called upon as a consultant 
in purchasing, product development 
and setting up special programs 
such as fire prevention, civilian de- 
fense and many others. 

He attended the School of Archi- 
tecture and Interior Design at the 
University of Barcelona, studied 
Ceramic Engineering at Ohio State 
University and has taught in the 
Civil Service School in New York 
City. 

Before coming to Hillcrest, Mr. 
Duran already had a background in 
purchasing and administration. He 
was with the Bustello Coffee Com- 
pany, New York City, as purchas- 
ing agent and general manager for 
six years. 

All who know Frank will be 
happy to know he is serving on our 
Executive Board. You who haven’t 
met him should endeavor to meet 
him and draw upon his wide ex- 
perience in Purchasing and Ad- 
ministration. 


Obituaries 


Mary Dvorak, purchasing agent of 
Southwest Community Hospital, 
Berea, Ohio. 


H. J. Peppre, purchasing agent of 
Hanna Municipal Hospital, Hanna, 
Alberta, Canada. 


NAHPA Calendar Events 


May 

3-4..Tri State Hospital Assembly, 
Palmer House, Chicago, II. 
There will be a two-day Pur- 
chasing Conference-W ork - 
shop. 


September 
1-2..National Association of Hos- 
pital Purchasing Agents will 
hold their annual meeting in 
San _ Francisco, California. 
More details about this meet- 
ing will be available in coming 
issues. 
a 


Milwaukee Area Group reports on their 


Kimberly-Clark Trip 


by Charlotte Spines 


Milwaukee Area Secretary 


The morning of November 19th dawned bright, clear 
and crisp. With all of the foul weather that November 
dealt us, it was almost as if someone had had advance 
notice, to be able to pick so beautiful a day. 

The meeting place was designated as the northwest 
corner of the Mayfair Shopping Center, and the hour 
7:00 am. Thirty-one people had made reservations 
to go, and thirty-one people were on time. This was 
almost unbelievable—humans being what they are— 
but then, maybe purchasing agents are a punctual 
breed. 

The trip to Neenah was made in a chartered bus, and 
we arrived on schedule. 

On arrival at the Market Center of the Kimberly- 
Clark Corp., we were served hot coffee and black wal- 
nut coffee cake (home-made). We were also met by 
the purchasing agents and administrators from the 
Central and Green Bay areas. 

We were then taken to the Lakeside Plant by bus 
for the tour of the plant. We were first told something 
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about the operations to be seen, warned of the danger 
areas, and then sent on our way in groups of six, with 
a guide. 

We observed the process of making paper, from the 
pulp stage right through to the finished products— 
packaged and cased for shipment. These included 
Kleenex, Kotex, toilet tissue, and paper toweling. 

The tour was completed by 12:00 noon, at which 
time we were returned to the Market Center for lunch. 
After lunch, we met in the auditorium for lectures by 
the various department heads. Ample time was al- 
lowed for questions and an excellent film on the Kim- 
berly-Clark story was shown. 

A coke break at 3:00 p.m. and a cocktail hour at 
5:15 p.m. were enjoyed. At 6:00 p.m., we were served a 
wonderful steak dinner. All of the bread, pastries, and 
cakes are made in the Center’s kitchen. 

A local magician furnished the entertainment dur- 
ing the dinner hour. At the evening’s close each mem- 
ber of our tour group was handed a brief case with 
literature of the products which they had seen being 
made, plus some samples of the products. 

We again boarded our bus, homeward bound. By 
this time, everyone was well acquainted, and the group 
sang—or at least tried to—all the way home. 

The management of Kimberly-Clark certainly did 
a real job of Public Relations with their hospitality, 
and their sticking right on schedule, yet making it real 
fun, as well as educational. 

Have you ever stopped to think what would hap- 
pen if there were no more paper products being man- 
ufactured? Think of one day only, and see in how many 
forms you use paper, without even giving it a thought. 
Without paper, I’m sure civilization would suffer a 
real set-back. a 
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Why a Purchasing Agent in a 60-Bed Hospital? 


by Donna Hoskins, 


Purchasing Agent, 
Douglas-Coffee County Hospital 
Douglas, Georgia 


To begin with, the purchasing department includes, of 
course, inventory control — and with most hospitals 
operating on a rigid budget, it becomes obvious the vital 
role that this department plays in any hospital. Through 
this department pass all the vital needs of the hospital 
including but not limited to, drugs, dressings, linens, 
housekeeping supplies, and many other items related to 
the efficient, as well as, economical operation of a hos- 
pital. 

You will be interested, I am sure, in the procedure 
under which we operate at Douglas-Coffee County Hos- 
pital, set up by our administrator and which we find 
most effective. 


Purchasing and Inventory Control 


The purchasing office in our hospital is located on the 
first floor in our supply room. There we have obtained 
literature from various companies. By having literature 
available, it helps us, when purchasing, to give correct 
specifications. However, I think the sales representa- 
tives, who come directly to our purchasing office, are my 
best source of information on new products and price 
changes. We do try to limit our time with each sales- 
man, as our time is valuable and so is theirs. 

When the need for an item to be purchased has been 
established, a requisition for supplies to be purchased is 
sent to the business office. There it is typed up on a 
standard three-part snap-out purchase order by our 
administrator’s secretary, then across his desk for ap- 
proval and signature. The original copy is mailed or 
given to the vendor. The second copy is returned to our 
department until completed. Upon completion, it is then 
placed in our files for future reference. The third copy 
is our receiving record. After the order has been com- 
pleted it is then attached to the invoice. This procedure 
lets us know what has been received and what is on 
back order at all times. 

We price all purchase orders. It has happened where 
one price was quoted and upon receipt of the bill an- 
other was listed. Then the company is contacted and 
advised of the difference in price. Almost immediately 
the error is rectified. Pricing each purchase order saves 
our hospital dollars not cents. 

Each department in our hospital has a day each week 
set aside to replenish their department with routine 
supplies from the store room. Requisitions for these 
supplies are received one day in advance from regular 
supply day, if it is approved by the department head 
with an explanation. 

If we receive requisition for emergency supplies not in 
stock, we then have permission to make long distance 
telephone calls in order to expedite delivery. All equip- 
ment and special supplies are handled by our adminis- 
trator. 

Routine items such as solution, dressings, surgeons’ 
gloves, linens, and so forth are kept on a five by eight 
inventory card, showing vendor number, date, purchase 
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order number, unit price, quantity received, quantity 
issued and balance on hand. Our Supply Room is di- 
vided into sections by department. For example: the 
housekeeping department sends a request for ten dozen 
sheets. On our inventory card, it will give you the sec- 
tion number, row number, as to where this or any item 
is located in our supply room. After the weekly requisi- 
tions have been filled, each item is taken off the inven- 
tory card. 

We have had this system on inventory for four 
months. In order that we might check and see how ac- 
curate we are keeping our cards, inventory is taken 
once a month to satisfy ourselves that this system is 
working. Thereafter, a fiscal yearly inventory will be 
sufficient. Once, someone made a remark that any in- 
ventory system is just as good as the people keeping it. 
I have found this to be very true. 

Our card system permits us to know at any time, who 
we purchase from, where it was purchased, the price 
we paid, and also tell us when we need to replenish 
our stock. The job of a purchasing agent for a 60-bed 
hospital is difficult because you have to look further 
into the future in order to enable sizable purchases, 
whereby savings result. 

In our hospital a purchasing agent accepts other re- 
sponsibilities than that of purchasing; namely, the drug 
department comes under our supervision. We have a 
card system on drugs similar to the one we have on 
supplies. The only difference being, inventory cards on 
supplies show when something has been issued. We do 
not show this on cards kept on drugs. Drugs are checked 
out directly to the patient for a 24-hour period. Charges 
are sent from our department to the business office to 
be charged daily. We notify the business office immedi- 
ately of any price change so that correct charges can be 
made. 

We do not have a registered pharmacist; however, we 
do have a committee composed of doctors appointed by 
the medical staff who can and do assist us on any drug 
supply question. 

The housekeeping department has been added re- 
cently to my duties along with purchasing. We are 
fortunate to have an administrator who encourages us 
to visit other hospitals in order that we might get ideas 
on how to improve our methods. This has been quite 
helpful for me. I have yet to visit a hospital that did not 
have a friendly welcome and willingness to assist me 
in any way. 

Since cleanliness is of vital importance in a hospital, 
this makes housekeeping a very important department. 

Accounts payable are another responsibility. They 
are checked, departmentalized and prepared for pay- 
ment after discounts and credit memorandums are de- 
ducted. They are then ready to be turned into the busi- 
ness office for payment. This is in order to give our ad- 
ministrator a complete report each month. 

I certainly hope I have not confused you but helped 
to enlighten you as to what we do in our Purchasing 
Department. 

I extend a standing invitation to all interested persons 
to come and observe our fine hospital and especially 
the purchasing department in operation. . 
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in April and advised that a panel 
composed of a medical intern, a 
dental intern, dietetic intern, phar- 
macy intern, nurse, physical thera- 
pist, occupational therapist, medi- 
cal record librarian student, social 
service student, x-ray technician, 
medical technician student and ad- 
ministrative resident would be 
available to discuss careers on Fri- 
day of National Hospital Week. We 
were advised that one of the schools 
was having Senior Day on this 
date but, having participated in the 
program before, requested permis- 
sion to attend at a special session 
on Thursday morning. Arrange- 
ments were made so this could be 
accomplished. 

The program for the high school 
students was as follows: 

The group was welcomed by the 
medical officer in charge of the hos- 
pital, who explained the purpose of 
the program, said a few words 
about hospitals in general and about 
ours in particular, and then intro- 
duced the administrative resident, 
who introduced the panel members 
in turn. Each one spoke for ap- 
proximately five minutes, giving a 
capsule discussion of their partic- 
ular profession. This included edu- 
cational requirements, time neces- 
sary to complete these require- 
ments, approximate cost of the edu- 
cation, training period required 
after schooling, the remuneration 
which could be expected at this 
time, and the potential so far as 
money was concerned immediately 
upon completion of training and as 
years went on. This was followed 
by a period during which the stu- 
dents asked the panel members 
questions as a group. Following the 
question and answer period the 
group adjourned to another room 
where refreshments were served 
and where the students had a 
chance to discuss programs indi- 
vidually with the panel members. 


Open House 


On Sunday we held open house 
for interested members of the com- 
munity. Those interested met in the 
game room and as rapidly as a 
group of 10 assembled, they were 
taken by a Gray Lady on a tour 
of the hospital, which included 
physical therapy, anesthesia, a typi- 
cal ward, the hospital kitchen, the 
patients’ library, the cobalt unit, 
central sterile supply and occupa- 
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tional therapy. Refreshments were 
served in the occupational therapy 
section. 

An exhibit emphasizing the theme 
of National Hospital Week, “Roads 
to Recovery,” was set up in the 
main lobby with specific exhibits 
by pharmacy, nursing, dietetics and 
physical therapy. This was located 
in a prominent spot and was viewed 
by all of the visitors to the hospital 
during the week. 

Spot announcements were sent to 
all New York radio stations who 
were willing to “put them on the 
air.” The local and city newspapers 
were generous with their publicity. 
Letters were sent to all service 
clubs, veterans organizations, PTA’s 
and churches and to individuals 
who had evidenced interest in the 
hospital previously. A _ threefold 
throw away was prepared, giving 
vital statistics about our hospital, 
a paragraph about hospitals in gen- 
eral, a message of welcome from 
the medical officer in charge, and 
the program in some detail for the 
week. 

It is our feeling that the com- 
munity has a right to expect from 
its hospitals a well-planned pro- 
gram for National Hospital Week. 
Such a program requires a tremen- 
dous amount of planning, coordina- 
tion and actual work by many in- 
dividuals in the hospital. 

The tours for the service clubs 
bring the men of the community to 
the hospital. Since it is important 
that these individuals know what 
is going on in hospitals, it seems 
important to plan programs which 
will interest them. 

The panel discussions provide in- 
teresting, important current infor- 
mation for students which will help 
them plan their carrers in the hos- 
pital field. We must not overlook 
the potential recruitment possibili- 
ties which will result. 

Open house, which is a tradition 
in most hospitals during National 
Hospital Week, provides an oppor- 
tunity for individuals in the com- 
munity, not included with the spe- 
cial groups, to visit the hospital. 

The combination of tours by serv- 
ice clubs, panel discussions for stu- 
dents and open house for the com- 
munity as a whole gives the hos- 
pital an excellent opportunity to 
demonstrate the important part it 
plays in the community. a 


The ant has the largest brain in 
the animal kindom in proportion 
to its size. 
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supply the air for combustion in a 
boiler furnace, it is necessary that 
furnace draft increase as the load 
increases in order to create a dif- 
ference of pressure across the grates 
and fuel bed (or burner in the case 
of gas or fuel oil) to cause a flow 
of air sufficient for the rate of com- 
bustion required for the load. The 
amount of draft required will vary 
as the rating changes depending on 


the varying resistance to flow of 
air through the fuel or burner. 

In general it may be stated that, 
to obtain highest combustion effi- 
ciency consistent with the character 
of the steam generator, the lowest 
possible draft should be used that 
will burn the amount of fuel re- 
quired to carry the load. The range 
of the indicator used for this pur- 
pose is never over —1.0 inches and 
usually —0.75 inches of water is 
sufficient. 

In the case of forced draft equip- 
ment when air is supplied to the 
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fuel burning equipment and fuel 
under pressure by fans, rather than 
by natural draft, it then becomes 
important to know how much pres- 
sure is involved. A higher pres- 
sure than actually required may re- 
sult if fans, dampers, burner blow- 
ers, and fuel burning equipment sre 
not operated properly. The lowest 
forced draft air pressure that will 
supply the exact amount of air 
volume required to burn the fuel 
efficiently is the one to use and 
will in turn be the most economical. 
If the forced draft fan is equipped 
with a variable speed drive, auito- 
matically controlled, and the damp- 
ers between the fuel burning equip- 
ment and the fan are both used to 
control the forced draft air supply 
then air pressure indicators should 
be provided both at the fan outlet 
and after the dampers. The ranges 
of such indicators are generally 
from zero to a plus value near 
the maximum pressure the fan 
can produce under design condi- 
tions. 

Thus it can readily be seen that 
air is not “free,” not at least in 
steam generating operations where 
such an important thing as DRAFT 
can mean the difference between 
dollars going up the stack, or full 
value being received from every 
dollar spent for fuel when such 
fuel is burned efficiently and eco- 
nomically. As the responsible per- 
son for plant operation, it is your 
duty to know these basic facts— 
see that such information is given 
to your operators and that they un- 
derstand these principles as well. = 
Part I began on page 74 of Febru- 
ary 1960 issue. 


Administrator Adams 














L 














I should delegate more of my work 
but labor’s so expensive. 
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ical services that 15 casualties would 
arrive about 3:30 p.m. She was in- 
structed to give the disaster signal. 
“Emergency! Emergency! Plan B” 
went out over the hospital public 
address system. The heads of pro- 
fessional and administrative services 
immediately reported to the confer- 
ence room for information and last 
minute instructions. 

Patients seated in that portion of 
the lobby required for the triage 
area were asked to move to another 
part of the lobby. The maintenance, 
key, and admissions kits were taken 
to the main floor. The transportation 
team set up the triage and preop 
areas in 16 minutes, except for a 
few pieces of equipment which were 
being transferred from the ambula- 
tory patient clinic examination 
rooms. The triage, preop, and other 
equipment carts were sent to the 
casualty area immediately. 

On the floors, the identification 
tags were stamped and rounds made 
to see which patients could be trans- 
ferred or discharged. It was found 
that 31 percent of the patients could 
have been discharged. Seven pa- 
tients actually were sent to the dis- 
charge area and five were trans- 
ferred to other floors. 

At 3:31 p.m. the first two casualties 
arrived at the emergency entrance 
by ambulance. The last arrived at 
3:46 p.m. They were taken to the 
triage area where the registration 
team completed the first portion of 
their disaster tags. The triage teams 
completed the tags and gave the 
necessary initial treatment. The 
transportation teams then took them 
to the areas indicated on their tags. 
The triage area was cleared of cas- 
ualties in 36 minutes. The casualties 
were tagged with typical injuries 
received in a mine explosion. 

Nine of the casualties were re- 
ceived on the second floor; four 
were sent to the operating room and 
one was treated and sent home. The 
DOA was handled by the morgue 
attendant. 

At approximately 3:45 p.m. the 
carbon copies of the disaster tags 
were taken to the medical records 
room. They were first given to the 
physician who, along with the social 
worker in the cafeteria, contacted 
the relatives. The records were 
checked to see if the casualty had 
previously been a patient and, if so, 
the “chart” was sent to the physician 
in the area where the patient had 
been sent. Information was then 
conipiled and given to members of 
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the press who telephoned it in to 
their offices. 

The West Virginia State Police di- 
rected traffic at the main entrance. 
The Civil Defense rescue truck 
“Calamity Jane,’ manned by the 
Beckley Fire Department, was 
available. The Red Cross served 
doughnuts and coffee to 28 relatives 
in the cafeteria. 

There were 18 units of blood re- 
quested for five patients. Two CBC’s 
and two urinalysis were requested. 
Nine blood donors were “drawn.” 

Nine patients were sent to radiol- 
ogy and had a total of 16 examina- 
tions. All films were read wet and a 
report written on the x-ray request 
was sent back to the physician. 
Copies of the reports were kept so 
that a report could be given over 
the telephone if necessary. It took 
approximately 15 minutes to x-ray a 
patient and complete the report. 

By 4:15 p.m. the “disaster” was 
over except for the clean-up and the 
almost full-page feature story which 
appeared in the newspaper the next 
day. More improvements are needed. 
It was found that saw horses and 
stretchers should be used in the 
shock area instead of wheeled 
stretchers. Hospital personnel di- 
recting traffic should wear identifi- 
cation bands to distinguish them as 
traffic directors. The press should be 
located in the administrative offices 
where there are several telephones 
instead of in the medical record li- 
brarian’s office. The disaster tag 
must be simplified and also provide 
more space for diagnosis and treat- 
ment. 

“Disaster” for a hospital means an 
abrupt break with normal routines. 
It involves not only a change in pace 
but a change in procedures, espe- 
cially those usually performed prior 
to admission. At the same time, the 
patient still must be protected as 
much as possible. A disaster in- 
tensifies and multiplies circum- 
stances usually found in a hospital 
in which the occasion is instant, the 
situation perilous, prudent speed 
essential and judgment exacting. ® 
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™ THE COMMITTEE on Hospital Op- 
erating Rooms has always been of 
the opinion that no matter what 
physical safeguards are provided, 
there will be anesthesia explosion 
hazards if personnel are not com- 
pletely aware of the hazards and 
trained to avoid them. The respon- 
sibility for coping with the problems 
arising out of the use of combustible 
anesthetics is really only solved 
with certainty when all concerned 
recognize their responsibility for 
maintaining safe conditions. 

This principle has been recognized 
by the Committee on Hospital Op- 
erating Rooms in its recent revision 
of Standard No. 56, in which it re- 
wrote part three to deal with ad- 
ministration in mandatory terms. 
The code now spells out the respon- 
sibility of hospital licensing bodies 
for proper inspection of operating 
rooms and as a corollary reviewing 
the regulations adopted by hospitals 
for control of the anesthesia explo- 
sion hazard. It calls on the organized 
medical staffs of hospitals and the 
boards of governors of hospitals to 
ascertain that proper regulations are 
written to control the use of com- 
bustible anesthetics. 

The code calls on administrators 
to see that regulations are enforced 
and to see that all personnel are 
properly acquainted with the instal- 
lations in operating rooms and are 
carrying out the various techniques 
of inspection and testing. It sets 
forth the method of periodical test- 
ing of conductive floors and conduc- 
tive accessories and prescribes 
methods of inspecting and testing 
electrical installations. 

The code by its use of the term 
“anesthetizing location” makes it 
clear that although it occasionally 
uses the word “hospital,” its re- 
quirements are intended to apply to 
any facility in which flammable 
mixtures are administered as anes- 
thetics. The code goes on to define 
“anesthetizing location” as any area 
of a consuming facility in which it 
is intended to administer any flam- 
mable anesthetic agent in the course 
of examination or treatment, and 
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by Roy Hudenburg 


shall include operating rooms, de- 
livery rooms, anesthesia rooms, cor- 
ridors, utility rooms and other areas 
if used for induction of anesthesia 
with flammable anesthetic agents. 

Questions frequently arise as to 
whether an emergency treatment 
room, cystoscopy room, or a fracture 
room should be considered as an 
anesthetizing location. Essentially, 
it is properly considered as such if 
flammable anesthetics are in- 
tended to be used in the area and 
is not so considered if the use of 
flammable anesthetics is prohibited. 

Actually, this is a decision that 
can be arrived at only by the gov- 
erning body of a hospital with the 
advice and complete understanding 
of the hospital medical staff. 

This contingency is covered in the 
statement. “The routine use of flam- 
mable anesthetic agents is not un- 
common in such areas as in cystos- 
copy rooms and in emergency 
units. Such areas must be properly 
equipped for safe administration of 
flammable agents, and administra- 
tive regulations must apply unless 
the use of flammable anesthetics in 
the area is specifically prohibited 
by an official and specific resolution 
of the governing board of the hos- 
pital, and a conspicuous sign detail- 
ing the prohibition is posted in the 
area.” 

There is an increasing trend 
among surgeons to require all sur- 
gical procedures, including emer- 
gencies and outpatient, to be carried 
out in the surgical suite. Under such 
an arrangement it is a very simple 
matter for the medical staff and 
Board of Trustees to decide on those 
areas in which combustible anesthet- 
ics will not be administered and to 
post such areas as off limits. 

In the present phase of anesthesia 
development, the anesthetic media 
that can be commonly used with the 
greatest amount of clinical safety 
are highly flammable and must be 
administered in a manner that un- 
fortunately creates a perfect en- 
vironment for violent combustion. 
The agents are most commonly ad- 


MARCH, 1960 


ministered with rebreathing equip- 
ment which requires that they be 
mixed with at least 21 percent of 
oxygen. Strangely enough, the range 
of the gas-oxygen mixture most 
effective for anesthesia is almost ex- 
actly coincidental with the range of 
greatest flammability. 

However, a new and more impor- 
tant consideration is raising its head 
as more experience is being re- 
ported with the new noncombustible 
anesthetic known as “Fluothane.” 
Fluothane is nonflammable and pro- 
vides many of the advantages of 
flammable anesthetics and generally 
with fewer of their undesirable after 
effects. However, its safe adminis- 
tration requires a far more critical 
adjustment of gas and oxygen flow 
for patient safety and, therefore, it 
must be considered to be in a post- 
experimental stage. 

In the event that the surgeons and 
anesthesiologists of a given hospital 
decide that they will not use a com- 
bustible anesthetic in operating 
rooms but instead will rely upon 
such media as Fluothane and in- 
jectible agents, there would be 
nothing to prevent the governing 
board of a hospital from posting all 
surgical areas with signs forbidding 
the use of flammable anesthetics and 
installing none of the physical pre- 
cautions required under the code. 
This has already been suggested by 
at least two hospitals around the 
country. 

However, the code has this to say 
on the subject. “While it is obvious- 
ly within the discretion of any hos- 
pital corporation to forbid the use 
of flammable anesthetics within the 
hospital, and while this Code will 
not apply in a hospital where this is 
done, it is the feeling of the Com- 
mittee that in the present state of 
art, it would be a very unwise 
move.” In arriving at such a de- 
cision, it is obvious that those build- 
ing new hospitals and considering 
the prohibition of flammable anes- 
thetics would have to weigh very 
carefully the added cost of a later 
conversion of operating rooms to 
meet the requirements of the code 
in the event a medical decision was 
made to return to the use of flam- 
mable anesthetics. 

It seems extremely likely that 
developments in the science of anes- 
thesia may in the next few years 
eliminate the explosion hazard that 
results from the need to use flam- 
mable anesthetics, but in the mean- 
time none of us can relax our efforts 
to keep the administration of flam- 
mable anesthetics relatively safe. = 
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™ SAFETY HAS BECOME a way of life 
on the job as well as at home for 
many employees at Minneapolis 
Mount Sinai Hospital through ex- 
posure and participation in the hos- 
pital’s safety program built around 
the three “E’s”—education, engi- 
neering, and enforcement. 

The project has been guided for 
the past five years by a safety com- 
mittee which at present is composed 
of the assistant administrator, per- 
sonnel director, chief engineer, ex- 
ecutive housekeeper, pharmacist, 
resident in hospital administration, 
and a representative of the nursing 
department. 


Safety Committee 


The safety committee met every 
Friday for four years and in the last 
year went onto a bi-weekly meeting 
schedule. At the Friday meetings 
this committee reviews all accident 
reports, receives and considers safe- 
ty suggestions, makes recommenda- 
tions, makes rounds of the hospital 
building and grounds to correct haz- 
ards, gives citations for unsafe prac- 
tices or environment, and deter- 
mines if employees are familiar 
with the posted monthly safety slo- 
gan—awarding a free lunch button 


This manuscript was prepared while the 
author was assistant administrator of Mount 
Sinai Hospital, Minneapolis, Minn. 
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to the first two employees who can 
repeat the current slogan. Fire drills 
are scheduled and the observations 
of hospital fire drill performances 
are reviewed. The safety committee 
develops the agenda for the monthly 
meeting of the 25-member safety 
council which has representatives of 
all stations and departments in the 
hospital. Some of the very small de- 
partments are combined to have a 
joint representative while the larger 
departments (often with the highest 
incidence of accidents) send more 
than one representative to the safety 
council meeting. 


Safety Council 


The “grass roots” safety council 
has rotating members who do a good 
job of bringing the thoughts of the 
employee worker to the council’s 
attention and carrying back safety 
information to their respective sta- 
tions and departments. Some of 
these council members report for- 
mally to their co-workers at their 
respective departmental meetings. 
Most of the safety council members 
are nonsupervisory personnel, in 
contrast to the makeup of the safety 
committee. During the hour-long 
meeting, coffee and doughnuts are 
provided by the hospital for the par- 
ticipants. 

A usual safety council program 


A Safety 


Program 


Based on Education 
Engineering 
Enforcement 


by Alvin Z. Hamburg 


Hospital Consultant 

State Department 
of Public Health 

St. Paul, Minnesota 


will consist of an outstanding 15- 
minute safety film with subsequent 
discussion as to application to our 
particular situation or an outside 
speaker from the fire department, 
insurance carrier or other local hos- 
pitals. A review is made of the 
month’s accidents or “bumps of the 
month” as they are called. Safety is 
presented as a way of life with home 
safety and safety on the road worked 
into the program. There is also a 
general discussion of the effective- 
ness and improvement of the hos- 
pital’s safety program. An interest- 
ing range of suggestions, under the 
stimulus of safety, has included air 
conditioning problems, traffic sig- 
nals for employees to cross at the 
bus stop, employee parking and 
evaluation of equipment perform- 
ance. 

A rotating council chairmanship 
was tried for a couple of years. ‘I ais 
chairman would attend safety com- 
mittee meetings and make round: of 
the hospital. This proved to be very 
successful as a means of orienting 
the council chairman about the v:ir- 
ious hospital activities but did :ot 
provide the necessary leadership ‘or 
the council meeting which had to 
accomplish a great deal within its 
short meeting period. Due to a nced 
for continuity the chairman of ihe 
safety committee now chairs the 
monthly safety council meeting. Re- 
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gardless of the educational level of 
the contributing council member all 
suggestions are considered. The 
group has proved to be a wealth of 
ideas and knowledge about the hos- 
pital operation. 


Education For Safety 


The educational effort is developed 
through the use of memos, posters, 
flyers, a biweekly safety slogan con- 
test, enrollment in the American 
Hospital Association safety contest, 
a ;pecial safety bulletin board with 
an adjacent accident calendar at the 
employee cafeteria entrance. The 
saiety slogan contest consists of 
posting a drawing with a safety 
message on the safety bulletin board. 
During safety rounds employees are 
quizzed to see if they know the cur- 
rent slogan. To those who do know 
the slogan a large pin is awarded. 
The winner is asked to wear the 
button through the lunch line and to 
give the button to the cashier in lieu 
of meal payment. The winners’ 
names are also posted on the safety 
bulletin board to get the most teach- 
ing value out of this safety “gim- 
mick.” Notices, memos and newslet- 


ters circulated from the assistant 
administrator’s office to the various 
hospital departments carry the cur- 
rent safety slogan as a boxed mes- 
sage. The accident calendar is main- 
tained very diligently by the O.P.D. 
secretary and gives a daily account- 
ing of accident-free days. All newly 
admitted patients receive a flyer 
within a day of their admission that 
advises them of the hazards in a 
hospital and some of the differences 
between a hospital bed and the one 
they use at home. 

The representatives of the hos- 
pital’s insurance carrier have been 
very enthusiastic about the results 
of Mount Sinai’s program and have 
used it as an example for other 
groups. Mount Sinai’s standings in 
the national hospital safety contests 
have not been dramatic but it gen- 
erally rates in the upper ten of its 
respective grouping. The hospital’s 
effective accident reporting system 
ensures that all lost time accidents 
are reported and thus recorded. 


Engineering 


Mount Sinai’s engineering depart- 
ment has been extremely coopera- 


tive in working with the safety com- 
mittee and eliminating or preventing 
work hazards. Since Mount Sinai is 
only ten years old it does not have 
as many engineering problems as 
some of the older hospitals. Among 
those that have been considered by 
the safety program and corrected by 
engineering action have been the 
following. The movements of large 
dietary trucks with poor worker 
visibility is now guided by direc- 
tional floor strips in the dietary 
area. Lights have been placed in 
poorly illuminated areas; bed boards 
are routinely refinished to eliminate 
the splinter hazard; slippery floor 
areas in laundry, dietary, and high 
humidity areas are treated with 
paint or safety walk; and equipment 
is maintained in good working order. 
A unique elevator bridge was fabri- 
cated and fixed in the corner of each 
elevator cab to allow for easier and 
safer movement of rolling equip- 
ment. Housekeeping employees now 
have portable flashing floor barrier 
indicators that alert the passerby 
that the floor is being mopped or 
polished and is apt to be dangerous. 
This indicator has been modified 
recently so that a movable indicat- 
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ing arrow can be turned by the 
janitor to show what half of the 
floor can be walked on safely since 
only one half of a corridor is mopped 
at a time. A housekeeping employee, 
member of the safety council, per- 
ceived that in the winter elderly 
visitors had difficulty in removing 
their overshoes at the hospital en- 
trance. The engineering department 
fabricated a bench that was thin 
enough and utilitarian for the front 
entrance. 


Enforcement 


Enforcement is the third leg of the 
safety tripod. All accidents, regard- 
less of disability, are to be reported 
on an incident form. These incident 
reports must be completed ade- 
quately as to accident cause and 
means of prevention by the em- 
ployee and department head. The 
incident report is then routed 
through the offices of the adminis- 


trator, the assistant administrator, 
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the director of nurses, and the per- 
sonnel director with the latter per- 
son bringing it to the attention of 
the safety committee. The necessity 
of all reports to go through the di- 
rector of nurses, regardless of de- 
partment involved or degree of in- 
jury, is in need of further study. 

These incident reports have not 
only been very useful in pointing up 
hazards and areas where more sa/e- 
ty work must be done but have 
been indicative of the need for ad- 
ministrative investigation and 1c- 
view of a work practice or situation. 
The incident report that noted “fin- 
ger lacerated with sliver from new 
key made by engineering” alerted 
administration to inquire about why 
and how a duplicate hospital key 
was provided without the depart- 
ment head’s knowledge and the 
need for filing down a newly fab- 
ricated key. Frames of reference are 
put to the test as investigation of 
“cut by nail” on a nursing floor 
showed that this was a cut by a 
fingernail rather than the supposed 
iron nail. The most amusing acci- 
dent report to date was the incident 
where the “employee stepped on 
own foot.” The most astute accident 
analysis for prevention of the same 
occurrence concerned the incident 
when a person was hit by an object 
that fell out of the closet when the 
door was opened with the admoni- 
tion “beware of falling objects.” 

Enforcement as well as education 
is effected during the routine safety 
rounds made by the safety commit- 
tee. When hazards are found a safe- 
ty citation is prepared and a copy 
given to the department head or to 
the person in immediate charge of 
the hazardous area. The person so 
notified is expected to issue a work 
order for the engineering depart- 
ment or act accordingly to eliminate 
or minimize the noted hazard. These 
citations are followed up by the 
safety committee to ensure that ac- 
tion has been taken. 

Fire safety was initially handled 
by a fire safety committee that 
worked closely with a fire depart- 
ment representative. However orce 
the hospital fire manual was de- 
veloped and revised into a suitable 
working form and size, the fire pre- 
vention activities were absorbed by 
the safety committee. Fire drills are 
held routinely with burning wacte, 
in a safe container of course, used 
to surreptitiously trigger the drill. 
Despite this “sneak” approach i‘ is 
difficult at times to get the person- 
nel in the fire area to fight the burn- 
ing waste as they would a real 
blaze, particularly to use the ex- 
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tinguishers. Personnel are not ad- 
vised in advance of the drills but 
the fire department is. A fire de- 
partment fire prevention expert, as- 
signed to work with hospitals on 
fire programs, is generally at every 
fire drill, regardless of the hour. In 
addition fire department rigs and 
men generally make two runs a year 
to the hospital to familiarize the 
companies with the hospital layout. 
All new employees receive a fire 
manual within several days of em- 
ployment and all personnel are 
trained in on the use of fire ex- 
tinguishers at least once a year. The 
national concern of hospitals with 
fire was evidenced when a national- 
ly published newsletter carried 
word about our fire manual. Close 
to 100 hospitals wrote in and re- 
quested copies to guide them in de- 
veloping manuals for their organi- 
zations. a 


The Development of Staff 
and Volunteer 
Relationships 


by Philomena F. Kerwin 
Director 

National Catholic Community Service 
Washington 5, D.C. 


®" THERE IS NO maGic formula for 
the successful operation of a vol- 
unteer program which can be ap- 
plied to all hospitals. Each one has 
its own particular aspects, its spe- 
cial community background and its 
individual problems. But there are 
certain basic points which touch on 
the relationships of staff persons 
working with volunteers. Good re- 
lationship between these two groups 
can spell the difference between a 
mediocre volunteer program and an 
effective one. 

Attitude is the touchstone. Volun- 
teers instinctively know if they are 
welcome in a particular department 
in the hospital. They can sense ac- 
ceptance immediately. They have an 
almost uncanny way of knowing 
(even the most unobservant of 
them) that they are there because 
the administrator thinks all depart- 
ments should have volunteers or 
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because they are really wanted and 
needed in that particular section. 
Staff members should learn to ac- 
cept volunteers for what they are 
and for the contribution they can 
make to the total program of the 
hospital. They are not there to sup- 
plant the professional staff or to be 
kept busy. If the staff thinks so 
then that attitude will be uncon- 
sciously transmitted to them and 
the volunteers will become dissat- 
isfied quickly. A careful survey 
should be made of each department 


to ascertain where volunteers are 
needed. This is the first step in pav- 
ing the way for the development 
of good relations. Deciding how 
many volunteers are needed and the 
specific duties of each one should 
be considered next. 

A conference with the depart- 
ment head and his staff would help 
create a favorable attitude toward 
volunteers. The employees should 
understand the need for volunteers 
and should be able to visualize their 
place in the program of the hos- 
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pital. All should realize that the 
volunteer can not take the place of 
a professional staff member but that 
the volunteer can assist in or help 
to supplement some of the activities 
of the professional workers. 

Of paramount importance in the 
over-all planning for a volunteer 
program in any department is the 
question of providing adequate pro- 
fessional supervision of all volun- 
teers when they are on duty in the 
hospital. This should be covered 
thoroughly at the department staff 
conference. Supervision is particu- 
larly essential when the volunteer 
is new and unfamiliar with the sur- 
roundings or the details of the as- 
signment. This may require extra 
time on the part of the staff but it 
will certainly provide for a more 
efficient volunteer program. 

Assistance includes the basic 
preparation and training given to 
volunteers before they go on duty 
in the hospital. The volunteers 
should be told exactly what their 
duties will be, what they can and 
cannot do in the department in 
which they are serving and the po- 
tentialities of their service in rela- 
tion to the department. Visual aids 
and actual demonstrations of vol- 
unteers at work would be very use- 
ful in this briefing. 

One way to insure smooth work- 
ing relationships with volunteers is 
to assign one staff member in each 
department to the training of the 
volunteers and to working with 
them during their first day of serv- 
ice in the department. 

Specialized training of this kind 
would result in effective volun- 
teers who would add to the effi- 
ciency of the department. All staff 
members should, wherever possi- 
ble, lend assistance to the volun- 
teers but the assignment of one 
staff member to look after them 
specifically would contribute great- 
ly to their on-the-job growth and 
development. 

Continuation of interest is the 
third factor which spells the dif- 
ference between retaining volun- 
teers or losing them. Volunteers 
should understand the relationship 
of their individual service to the 
total operation of the hospital pro- 
gram. Everyday duties can take on 
the monotony of routine for volun- 
teers if they are unable to look be- 
yond the limitations or confines of 
their own tasks. 

The professional staff should 
realize that the first effort of a vol- 
unteer should be successful, how- 
ever small that success may be. 
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Disappointment and frustration in 
the beginning of a volunteer’s ac- 
tivities usually means an early end 
to the volunteer’s services at the 
hospital. 

Volunteers should be made to 
realize the significance of their in- 
dividual contribution. To perform 
a service and to do it adequately is 
the aim of every good volunteer. 

Volunteers need to grow on the 
job. A continuation of volunteer 
interest requires new challenges and 
areas in which to try different skills 
and techniques. Staff members 
should recognize this right and pro- 
vide new opportunities wherever 
possible. Realizing that the monot- 
ony of routine frequently dulls the 
volunteer’s initiative they should 
strive to broaden this scope by ac- 
quainting the volunteer with new 
assignment opportunities. 

Appreciation for tasks well per- 
formed is one of the foundation 
stones of a good volunteer program. 
Volunteers are not looking for fre- 
quent testimonials of gratitude but 
they need to know that their efforts 
are appreciated. A word of thanks 
here and a friendly word there on 
the part of the staff, busy though 
they are, can go a long way be- 
tween cementing good relationships 
between them and the volunteers 
assigned to them. 

Evaluation is an integral part of 
any program in which effectiveness 
is measured. It is a process by 
which volunteers can learn from 
their mistakes and by which they 
strive to improve their methods of 
working. 

An evaluation procedure can 
serve as a guide to determine if the 
right volunteer is in the right job. 
It often finds the volunteer who is 
dissatisfied with his present assign- 
ment but who is anticipating the 
prospect of a new one. It can be- 
come a balance wheel in this in- 
tricate pattern of staff and volun- 
teer relationship. 

One hospital with a very success- 
ful volunteer program has estab- 
lished the evaluation critique in 
the form of a brief meeting in which 
the department supervisor serves as 
chairman and the volunteers share 
in the discussion. 

Volunteers should not be taken 
for granted by the staff. True rec- 
ognition of the value of volunteer 
service on the part of the staff 
would make this service more 
meaningful and would help to keep 
the wheels of the staff and volunteer 
relationship running even more 
smoothly. cy 











... new folding partition meets 
hospital's rigid “‘quiet” standards 


You can now cut off irritating noises—assure rest- 
ful quietness—divide double rooms into semi- 
private quarters—separate cafeterias for maximum 
efficiency . . . with SounpGuARD. Soundguard is 
the folding door that offers maximum sound re- 
duction. This is due not only to Soundguard’s 
denser sound insulation within the partition itself, 
but also to the complete perimeter sealing—the 
tight seal that blocks sound from passing around 
jambs and operating edges. This is an outstanding 
Soundguard feature! 

Soundguard has a rugged steel frame covered 
with beautiful vinyl fabric to assure long life. 
Easy to keep clean. 


KORRES 


FiliGrile: 


KOK 


... new and different, functional 
and decorative. A 34” thick sty- 
rene grillework in standard de- 
signs, factory fabricated in customized panels. Ideal 
as space dividers and screens. FiliGrille is offered in a 
variety of complete framing systems adaptable to any 
hospital application. 





Holcomb & Hoke Mfg. Co., Inc. Dept. A751 
1545 Van Buren Street, Indianapolis 7, Indiana 


Please send complete information on: 
C] FOLDOOR Soundguard C) FiliGrille grillework 


NAME 
ADDRESS 











For more information, use yellow postcard inside back cover. 








Spread an antiseptic umbrella \ 


To help prevent staphylococcal infection, 
use pHisoHex not only in the 


operating room and the nursery— 

but everywhere throughout the hospital: 

¢ for handwashing by all hospital personnel before 

and after caring for every patient 

* for routine washing of newborn infants and their mothers’ hands 
* to wash patients ante and post partum 

¢ to wash patients who have a communicable disease 

to wash patients who have an infective disease of the skin 

¢ for surgeons’ hand preparation ¢ to wash anesthesia equipment 
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O REDUCE the spread of staphylococci and other organisms in hospitals, 
handwashing is “... possibly the most important single control meas- 
ure.””) Just soap-and-water cleansing “... does not go far enough be- 
cause it cannot be relied upon to kill the staphylococci.”? But “when 
pHisoHex is used by nurses for handwashing, it is not possible to recover 
Staphylococcus pyogenes from their hands.’’? In addition, bacterial resistance 
to hexachlorophene does not develop.* 


Re ORD SE 


At the National Institutes of Health, the incidence of hospital cross infection 
in the Infectious and Parasitic Disease Service was practically eliminated 
when all hospital personnel washed with pHisoHex before and after caring 
for any patient.® 


In hospital nurseries, routine use of pHisoHex for bathing infants 
as well as for routine handwashing by hospital nurses has helped prevent 
staphylococcal epidemics among newborn infants.®" 


Why is pHisoHex x7) often preferred? ‘The preparation appears to 

kill bacteria quickly, inhibits their growth, renders the skin’s surface virtually 

sterile in many cases, forms an antibacterial film which kills fresh bacteria 

in the event of subsequent contamination after its use, saves time... . It is 
\ nonirritating, and it is hypoallergic.’’® 


\ - STAPH ylococcal : 
| \lagainst infections 
with 
Hi 5 0 - PX Reinforce the antiseptic umbrella with anti- 


Antibacterial detergent with 3% hexachlorophene staphylococcal Zephiran® chloride, a powerful 
antiseptic and germicide that is nonirritating to the 
skin and mucous membranes—and Roccal,® a solution 

iit obo. wade for general hospital sanitization and disinfection. Roccal 


116:1185, March 8. 4938. rinsing renders textiles actively bacteriostatic against 
armann m ; < 

Pharm. 129:42, Feb., 1957. tespiratory and wound discharge. 

3. Hardyment, A. F.: Pediatric 


nie oF . . — Write for or ask the Winthrop man for the leaflet, “Prac- 


B's : Brigerio, IN ——— tical Pointers to Protect Your Hospital Against ST APH- 
Ho Antibiotics &  ylococcal Infections.” 

Chemother. 7: 457, yma _: 

5. Benson, M. E.: Am. 4 Nurs- 

Po ae Be ae 1136, Sept., 1957. 

Enshotd 1 Mod. 25 ne , . 

ngian ea u 

tod ele ee LABORATORIES New York 18, N. Y. 
Boles, R. D.: J. Kansas M. Soc. 

60:248, June, 1959. 8. Medrek, 

T. F., and Litsky, W.: Surg. ; ‘ ; ; 

Gynec. & Obst. (Internat. Abstr. pHisoHex, Zephiran (brand of benzalkonium as chloride, refined), and Roccat 


Surg.) 104:209, March, 1957. (brand of benzalkonium chloride, technical), trademarks reg. U. S. Pat. Off. 1293-4 
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PROOUCT NEWS & LITERATURE 


301 — Liquid Oxygen Manifold 


= LIQUID OXYGEN cylinders can now 
be manifolded to supply hospital 
piping systems. Used with two or 
more LC-3 low-pressure liquid 
oxygen cylinders, the new M-40-2 
manifold provides an uninterrupted 
minimum supply of 6,000 cubic feet 
of oxygen. The new unit occupies 
only a fraction of the space re- 
quired for an equivalent high-pres- 
sure cylinder supply. Automatic 
change-over from one bank to an- 
other is an important feature of the 
M-40-2 manifold. As the supply in 
one cylinder bank is depleted, the 
manifold automatically continues to 
supply oxygen from the other bank 
without change in the hospital line 
pressure. (Linde Company) 


302 — Wrist Restraint 


® THIS SPECIALLY designed wristlet 
consists of a formed aluminum cast- 
ing supported by a stainless steel 
mounting shaft. Conductive covered 
one-half inch plastic foam forms 
the insert of the wristlet giving a 
pressure-free and comfortable re- 
straint to the patient and absolute 
security for the attendants. The 
wristlet can be applied or released 
in seconds and adjustment to size 
is no problem as it has been devised 
to accommodate any size wrist. 
(Hausted Manufacturing Co.) 
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303 — Bedside Dressing Sterilizer 


™ THIS PORTABLE sterilizer makes it 
possible to have a supply of moist 
hot sterile dressings always available 
at the patient’s bedside. The steril- 
izer, weighing only 10 pounds, is 
readily portable and can be carried 
from room to room as required. The 
sterilizer operates on 115 volts AC 
and can be plugged into any con- 
venient outlet. It is constructed of 
stainless steel and cast aluminum 
anodized to prevent corrosion. Heat 
is supplied by a chromalox heating 
e‘ement and temperature is con- 
trolled automatically by a reliable 
thermostat. This also protects the 
unit if it should run dry. (Rochester 
Products Co.) 


304 — Portable Dolly 


® A Low cost portable steel dolly 
designed specifically to move sup- 
ply or refuse cans up to 18 or 20 
inches in diameter. The dolly, ac- 
commodates cans of 10 to 50 gallon 
capacities. Constructed of rugged, 
flat steel cross supports and Colson 
plate casters, the dolly can be used 
in institutional and_ restaurant 
kitchens, as well as maintenance 
and supply rooms. Overall height is 
334”. Available with 2” or 3” 
wheels, the dolly’s weight capacity 
is 300 pounds. (Colson Corporation) 


305 — Ultrasonic Cleaning Unit 


® A NEW uNIT for small part clean- 
ing applications in which average 
energy levels are required. The 
cleaner, features a  one-gallon 
heavy-gauge polished stainless steel 
tank, deep drawn with rounded 
corners to facilitate the rinsing out 
of contaminents removed by ultra- 
sonic energy. The tank is 9144” long, 
5” wide and 6” deep. Twenty-five 
percent of the tank bottom is cov- 
ered with driving elements and ac- 
tual radiating surface is 12 square 
inches. (National Ultrasonic Corp.) 


306 — Utility Table 


™ THIS STAINLESS STEEL utility ta- 
ble is designed for use in treatment 
rooms and other hospital areas. Top 
and shelf are vermin-proof, sound- 
deadened. Table has handy storage 
drawer with knob pull. Flat guard 
rail surrounds three sides of top. 
Has conductive ball bearing swivel 
casters. Over-all dimensions: 20” 
wide, 16” deep, 3444” high; 12 3/16” 
between shelf and drawer, 14%” 
from shelf to floor. (American Hos- 
pital Supply Corp.) 


307 — On-A-Wall Water Cooler 


® THE COMPACT UNIT which is 
mounted directly on the wall can 
be set at any distance from the 
floor. Features included are: a 
brown Scandia pattern plastic \ inyl 
laminate finish on 20 gauge sieel; 
removable front panel and grille; 
mirror polished stainless steel top 
with anti-splash ridge; wall pro- 
tector back extending 3%” anove 
the bottom of basin; Dial-A-Drink 
bubbler and provision for glass fil- 
ter. Available in 7 and 13 giullon 
capacities. Mounting bracket and 
template are provided. (The beo 
Manufacturing Co.) 
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508 — OR Floor Tool 


&# A NEW OPERATING ROOM floor tool 
functions for both wet pickup and 
“snot scrubbing” after the operating 
room floor is flooded with a germi- 
cide solution between operations. 
To switch quickly from wet pickup 
to scrubbing position, the attendant 
simply rotates the handle about 90 
degrees which stands the tool on 
its end, then presses downward on 
the handle to complete the turn of 
the tool. This brings the brush in 
position to loosen a stubborn spot 
of dried blood or organic material 
before the tool is turned back to 
wet pickup for drying the floor. 
(The Kent Company, Inc.) 


30° — Electric Tester 


@ YOU CAN TEST any current source 
by direct contact with this new, all 
purpose, one-hand operated tester. 
Safe, sure, instant way to prevent 
shock. If outlet, appliance, switch, 
spark plug, ignition coil, etc. is live, 
tester lights up. Indicates which 
side of outlet is live, which is 
grounded. Tests from 110 to 550 
Volts, AC or DC. $1.00 postpaid. 
(The Hahn Company) 


310 — Surgical Light-Movie 
Camera Combination 





® BELL AND HOWELL 70 Series Cam- 
era offers flexibility and depend- 
ability so vital to surgical photo- 
graphic technique. Frame _ speed 
variability lens turret interchange- 
ability and shutter stabilization are 
but a few of many features char- 
acteristic of this combination. The 
powerful incandescent light sources 
offer the unexcelled cavity pene- 
tration. (Overseas Service Corp.) 
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311 — All-Transistor Intercom 
System 





@ THE NEW INTERCOM is_ propor- 
tioned like a book, lies flat on the 
desk, is only 3 inch high. Standard 
features of the system include a 
monitoring signal which visually in- 
dicates to a non-private station that 
it is being monitored; an incoming 
call chime; an external relay con- 
trol for use in extremely high noise 
level areas; and a reciprocal power 
supply for use where no electrical 
outlet is available. Private or non- 
private masters and staffs and busy 
signals which visually indicate when 
a given station is in use, now are 
standard equipment in the series. 
(Talk-A-Phone Co.) 


312 — Cardi-O-Mite 


@ A SMALL direct-writing EKG 
with full-size recording. This new 
unit weighs only 17 pounds, meas- 
ures 114% by 7% by 6% inches, yet 
provides full-size performance. It 
includes both audible and visual 
monitoring, and records on full-size 
paper. Choice of single and two- 
speed models provides greater ver- 
satility. Its light weight makes it 
easy to carry for bedside recording 
on house calls. The use of transis- 
tors is the major factor in its size. 
This instrument also has the sim- 
plest paper loading system in the 
field. All controls are located for 
easy, one-hand operation. A two- 
year guarantee on the entire in- 
strument includes all components 
and accessories. (Beck-Lee Corp.) 


313 — Ventimeter 


& AN ANESTHESIA machine accessory 
to indicate tidal volume. Mounted 
near anesthesiologist it may be seen 
from practically any place in the 
operating room. Pressures are in- 
dicated on an aneroid manometer. 
The instrument provides direct and 
continuous visual indication of tidal 
exchange by use of a bellows with 
volume indicator scale increments 
of 50 cc. The manometer is cali- 
brated in cm. H:O. An automatic 
overflow valve prevents over-dis- 
tension when using high flow tech- 
niques. No pop-off adjustments on 
gas machines or chimneys are 
needed. (Air-Shields, Inc.) 


314 — Portable Collator 


™ A PORTABLE COLLATOR developed 
for offices which do not require 
elaborate equipment for gathering 
multiple pages i.e. reports, bulle- 
tins, catalogs, price lists, and bro- 
chures. The compact, lightweight 
aluminum unit is easy to move 
around. Occupies only 1% square 
feet of desk space and weighs 7 
pounds. Each of the 12 stations hold 
300 sheets of 20 pound paper and 
any size paper up to 17x11” can 
be accommodated. (A. P. Heinz 
Company) 


315 — 55 Gallon Drum 


™ MADE ENTIRELY of white poly- 
ethylene, these drums have an in- 
side diameter of 24” and stand 31” 
high. They are equipped with tight- 
fitting, splash-proof lids which fas- 
ten securely by means of a steel 
closure ring. They weigh only 10% 
pounds. Other features are: noise- 
less, easy to clean, resistant to all 
acids and chemicals, sanitary, dent- 
proof, rustproof, non-toxic and are 
said to last indefinitely. They may 
be nested for shipping or storing. 
(Redmanson Corp.) 
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316 -— Copying Machine with 
Auto-Flow 


® THIS NEW FEATURE eliminates the 
mixing of chemicals and the han- 
dling of liquids. Auto-Flow offers 
dry handling without sacrificing the 
ability to copy every ink and color. 
The secret is a throw away light, 
air and water-tight cartridge that 
takes the filling, spilling, and mix- 
ing right out of photocopy. The en- 
tire operation is electro-mechanical- 
ly controlled within the circuitry of 
the machine. The Model 99 with 
Auto-Flow copies directly from 


books, papers and 15 different kinds 
of special application papers. It will 
also copy photographs, blue prints 
and photostats. (Photocopy & Busi- 
ness Equipment Corp.) 


317 — Food Warming Unit 


® THIS UNIT offers the advantages 
of two different compartment sizes 
within the same unit. The Type 
BJ-1-3 employs three large com- 
partments in the upper section of 
the unit, each compartment fitted 
with its own shelf-type, flush-mount 
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door. The three compartments are 
controlled by a single thermostat, 
have their own electrical access 
panel and are each equipped with 
two pairs of adjustable stainless 
steel slides. All standard size steam 
pans, etc. can be accommodated by 
these compartments. The lower sec- 
tion is equipped with a single, larger 
compartment controlled by its own 
thermostat and equipped with two 
side-hinged doors. A separate ac- 
cess panel provides easy serving of 
the lower compartment’s heat 
source. (Franklin Products Corp.) 


318 — Utility Pick-Up Truck 


® THE TRUCK is designed to facili- 
tate quick and easy collection of 
waste paper, trash, soiled linen and 
so forth. Standard equipment in- 
cludes a detachable 10-ounce white 
duck bag featuring large brass 
grommets and triple sewn French 
seams to withstand repeated com- 
mercial laundering. The frame is 
made of sturdy steel finished in 
satin black, and folds flat for easy 
storage. Available in two models, 
one with two fixed wheels on rear, 
the other with two wheels on rear 
and swivel casters on front. (White 
Mop Wringer Co.) 


319 — Oxygen Therapy Regulator 


™ DESIGNED FOR USE with any bub- 
ble-type humidifier, the H730 reg- 
ular is ideal for emergency admin- 
istration of oxygen. The extra-long 
inlet connection used on the regula- 
tor permits easy attachment to 
oxygen cylinders. A spring-loaded 
safety relief valve opens at 140 to 
180 psi, and reseats itself when 
pressure drops to normal. The reg- 
ulator’s high pressure gauge is 2” 
in diameter, as is the low pressure 
gauge which has a maximum cali- 
bration of 15 liters per minute. The 
inlet (.916—14 R.H.) fits standard 
medical oxygen cylinder valves, 
while the outlet (9/16’—18 R.H.) 
fits ILA.A. standard “B” connections. 
(Smith Welding Equipment Corp.) 


320 — Space-Maker Telephone 


™@ THE COMPACT INSTRUMENT iea- 
tures a moveable dial and hook- 
switch for complete position mo- 
bility. The dial mounting can be ro- 
tated a full 360 degrees, tilted back- 
ward 45 degrees and locked into 
place at any point. The handset 
cradle swings in a 180 degree arc 
and locks into any one of seven dif- 
ferent positions. This flexibility al- 
lows installer to mount the tele- 
phone to the subscriber’s preference. 
The telephones utilize standard AE 
Type 80 telephone components. A 
standard AE Type 32 ringer box 
with either straight-line or har- 
monic ringer may be used. Avail- 
able in black and ten colors. (Gen- 
eral Telephone Laboratories) 


321 — Miracle Mat 


™ THE MAT automatically wipes 
shoes clean. The mat is a heavy 
aluminum grille, rubber-mounted 
within a welded steel frame in- 
stalled in the floor. Brushes run 
the width of the grille just below 
the slats. The pressure of a foot- 
step depresses the grille, actuating 
limit switches and an electric mo- 
tor which puts the brushes in mo- 
tion. The brushes sweep up through 
the grille openings—back and forth 
—hundreds of strokes a minute. 
They keep on scrubbing shoe soles 
until the user steps off. (Progres- 
sive Engineering Company) 


In baseball-mad Chicago, a gen- 
tleman trying to teach his wife Ger- 
man asked her, “Was sagst du?” 

She answered, “They lost, 7 tc 1.” 


There is a castle in France built 
in 1180 with walls 11 feet thick 
which was literally sold for peanuts. 
In 1800 a French grocer became the 
owner of the castle in exchange for 
41 bags of peanuts. 
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322 — Fire Equipment 


™@ ANSUL CHEMICAL COMPANY has issued a new catalog 
displaying its 1960 line of fire equipment. The catalog 
lists Ansul’s complete line, including hand portable ex- 
tinguishers, stationary fire equipment, piped systems 
and large capacity mobile equipment such as fire jeeps 
and trucks. 


323 — Filing Medical Records 


® TAB PRODUCTS COMPANY Offers a new illustrated leaflet 
describing how their shelf-type Spacefinder files re- 
suit in a savings in space, plus provide protection to the 
filed material and make filing easier and neater. 


324 — Water Conditioning 


& STILES-KARLSONITE CORPORATION has a new brochure 
on the treatment or conditioning of water with Karl- 
sonite Phosphate Water Conditioner. This water soluble, 
complex, non-toxic, crystalline phosphate suspends and 
inactivates elements that would prove harmful and 
damaging to domestic, commercial and industrial equip- 
ment. 


325 — Flooring Guide 


= THE MONROE COMPANY, INC., announces a new flooring 
guide. This manual explains Monroe Flooring Products 
for maintenance, repair, patching and resurfacing of 
interior and exterior floors. Whether it’s a condition 
caused by normal wear or of a severe nature requiring 
complete resurfacing, the guide shows you how best to 
do the job, and lists 30 floor materials and where and 
under what conditions to use them. 


326 — Fire Alarm Catalog 


® THE STANDARD ELECTRIC TIME COMPANY has issued a 
new 36 page 2-color catalog covering its line of fire 
alarm systems for schools, hospitals, industrial, in- 
stitutional and public building. Included is complete in- 
formation on the company’s “March Time”, master 
coded, and box coded systems. In addition, components 
and accessory equipment including stations, detectors 
and signals are illustrated and described. Also contains 
typical job specifications covering all systems. 


327 — Roof Surfacing Material 


=" A NEW 6-page illustrated folder on Color-Shield, a 
liquid roof surfacing material for making asphalt roofs 
white, decorative and heat-reflective, has been released 
by Addex Research. Shows typical applications on roofs 
and walls, together with information on heat-barrier 
effectivenes of various roof surfacings. 


328 — Compartments, Stalls and Cubicles 


" NEW caTALoG, fully illustrated, shows Sanymetal 
Products Company, Inc.’s line of toilet compartments, 
Shower stalls and hospital cubicles. Contents include 
architectural specifications; information on new types of 
urinal screens; new colors available, description of the 
new Sanyvinyl-Metal finish; and details of engineering 
developments. 
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329 — Patient Handling Equipment 


™ FERNO MANUFACTURING COMPANY, has just issued their 
new catalog on patient handling equipment. Included 
in their illustrated catalog are cots, stretchers, tables, 
mattresses and covers and so forth. 


330 — Univac Service Centers 


© HOW THESE CENTERS are solving everyday manage- 
ment problems for business concerns throughout the 
country is the subject of an illustrated 6-page folder just 
published by Remington Rand Division of Sperry Rand 
Corp. The centers provide closer management control, 
assure accuracy of reports, save costly clerical time, 
simplify record-keeping procedures, provide reports 
never before available and reduce operating costs. 


331 — Automatic Emergency Lighting Equipment 


™ ELECTRIC CORD COMPANY has just issued its new cata- 
log on emergency lighting. Automatic emergency light- 
ing is a system that instantly provides illumination 
when regular power supply is interrupted . . . illumi- 
nation that promotes public safety and automatically 
cancels liability risks to men and machines in the grip 
of sudden blackout. 


332 — Automatic Firing Equipment 


= A NEw 12-page, illustrated catalog showing the com- 
plete line of Iron Fireman commercial and industrial 
fuel burning and auxiliary equipment. This catalog 
covers the company’s entire commercial-industrial line 
of oil burners, gas burners, dual-fuel burners for gas 
and oil, forced draft package units, boiler-burner units, 
coal stokers, factory wired combustion control panels 
and the Iron Fireman SelecTemp steam heating system. 
Particularly helpful is the “Index and Selection Chart” 
which simplifies the selection of appropriate equipment 
for an application. 


333 — Oxygen Equipment 


@ OXYGEN SUPPLY EQUIPMENT that’s expendable yet 
comfortable for the patient is described in a new book- 
let available from National Cylinder Gas. Masks, 
catheters, cannulas, and large-bore tubing are illus- 
trated, as well as disposable and reusable oxygen 
canopies. 


334 — Ultramicro Analytical System 


™ NEW BROCHURE from Beckman/Spinco describes the 
system for blood analyses on drop-size samples. It cata- 
logs the Spectro-Colorimeter, Microfuge, Microtitrator, 
and Micropaks which form the analysis system. In- 
cluded is a discussion of the techniques by which this 
equipment is used to make microliter analyses of the 
following types: bilirubin, calcium, chloride, total chol- 
esterol, creatinine, glucose, phosphorus, proteins, urea 
nitrogen, and uric acid. 


335 — Keysort Data Punch 


= tHE Data Punch manufactured by Royal McBee 
Corporation, is described and illustrated in a new style 
sheet just released. The Data Punch marginally code- 
notches and simultaneously imprints data on Keysort 
cards in one operation. Illustrations include sequence of 
operation. 
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POSITIONS OPEN 





SHAY MEDICAL AGENCY 
55 East Washington Street, Suite 1935 
Chicago 2, Illinois 


ADMINISTRATORS: (a) Southwest. 35 
bed hospital. Good knowledge of small _hos- 
pital operation. $6500. (HM-3591) (b) Middle 
West. Near Chicago 115 bed hospital opened 
about one year. (HM-3672). (c) East. 120 
bed general hospital near Pittsburgh. Excel- 
lent opportunity. $8000 to start. (HM-3672). 
(d) Assistant Administrator. East. Woman. 
120 bed hospital with 132 bed addition under 
construction. Commuting distance of N.Y. 
City. (HM-3603). (e) Pacific Northwest. 50 
bed hospital located in progressive community 
in beautiful scenic area. (HM-3636). EX- 
ECUTIVE PERSONNEL: (a) Purchasing 
Director, Middle west; near Chicago. 115 bed 
hospital. $7200. (HM- 3677). (b) Administra- 
tive Assistant. Middle West. 700 bed hospital. 
Will serve in a liaison staff capacity between 
hospital director and the professional services. 
$7500. (HM-3653) (c) Director of Volunteers 
and Public Relations. Man or Woman. Good 
knowledge of personnel principles and prac- 
tices with regard to public relations. (HM- 
3374). (d) Business Manager. Middle West. 
Good background in accounting. 400 bed 
hospital. Capable of installing new accounting 
methods and techniques. $8000. (HM-3471). 
(e) Purchasing Executive. East. 650 bed 
hospital. Annual oT run about $2,500,- 
000 annually. (HM-3663). 
NURSE ANESTHETISTS: Many excellent 
openings in all parts of country. Salaries from 
$500 to $750 a month. 
MEDICAL RECORD LIBRARIANS: (a) 
Chief. California. 125 bed hospital. 5 day 
week, 3 well trained employees in dept. $6000. 
(HM-3212). (b) Chief. Middle West. Super- 
vise 15 employees in medical record dept. 
and stenographic pool. 350 bed hospital. $600 
up. (HM-3693). (c) Assistant. Large teach- 
ing hospital near Washington, D.C., affiliated 
with three university medical schools. $5000. 
(HM-3342). (d) Chief. South. Take over 
dept. in 185 bed hospital with a 117 bed addi- 
tion under construction. Located in pleasant 
rr town of about 25,000. $6000. (HM- 
"3 
NOTE: We can secure for you the position 
you want in the hospital field. in the locality 
you prefer. Write for an application today— 
a post card will do. ALL NEGOTIATIONS 
STRICTLY CONFIDENTIAL. 


POSITIONS OPEN 








MEDICAL RECORD LIBRARIAN-REGIS- 
TERED—with supervisory experience for 160 
bed 27 ey General Hospital fully ap- 
proved by the JCAH and by AMA for Resi- 
dent Training—40 hour week, salary open 
and commensurate with ability and experi- 
ence. Send resume including experience, date 
available and salary desired to Miss G. A. 
Cooper, Director, “Woman’s Hospital, 1940 
East 101st Street, Cleveland 6, Ohio. 


CHIEF DIETITIAN: A.D.A. with super- 
visory experience for 160 bed 27 bassinet. 
General ospital fully approved by the 
JCAH and by AMA for Resident Training, 
40 hour weck, salary open, 4 week vacation. 
Send resume to Miss G. A. Cooper, Director, 
Woman’s Hospital, 1940 East 101st Street, 
Cleveland 6, Ohio. 

ASSISTANT DIETITIAN: Salary open, 2 
week vacation, 2 meals and laundry _fur- 
nished; 40 hour week, 6 holidays; social se- 
curity; Blue Cross and Blue Shield. Send 
resume including experience, date available 
and salary desired to Miss G. A. Cooper, Di- 
rector, Woman’s Hospital, 1940 East 101st 
Street, Cleveland 6, Ohio. 
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Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


DIRECTORS, NURSING SERVICE, $7200. 
ADMINISTRATOR: 58 bed Ohio hospital. 
(b) 45 bed hospital, Colorado. (c) 60 bed 
hospital, south central state. (d) R.N. 50 bed 
hospital, Kentucky. 

NURSE ADMINISTRATOR: Ohio Nursing 
Home. 

ASSISTANT ADMINISTRATOR: 120 bed 
eastern hospital. JCAH accredited. Good Op- 
portunity for future advancement. (b) 200 
bed hospital, New York State. (c) Large 
mid-western hospital, 

PURCHASING EXECUTIVE: Large east- 
ern hospital. (b) New 200 bed hospital, near 
Baltimore. (c) 400 bed hospital, New York. 
CONTROLLER: 300 bed hospital, Virginia. 
(b) Accountant 120 bed Ohio hospital. 
EXECUTIVE HOUSEKEEPER: 300 bed 
hospital, south central state. (b) 250 bed 
hospital, Texas. (c) 175 bed Ohio hospital. 
TECHNICIANS: X-Ray, to $425. (b) Labo- 
ratory to $400-$450. (c) Research, Ohio. 


POSITIONS WANTED 


ADMINISTRATOR: M.S. Degree, Hospital 
Administration, 1956. Internship, small hos- 
vital, New York State; Residency, 250 bed 
Pounavivente hospital. Excellent reference. 
ADMINISTRATIVE ASSISTANT: MHA 
Degree. Age: 28 years. Available June 1960 
following two years residency, 300 bed hos- 
pital, West coast. 

BUSINESS MANAGER: Age: 34 years, 4 
year course, Accounting. Previous banking 
and credit experience. 5 years present posi- 
tion controller, 300 bed hospital. 

R.N. SUPERINTENDENT: BS Degree. 7 
years Director, Nursing Service, 150 bed 
eastern hos ital. 4 years Administrator, 85 
bed Pennsylvania hospital. Available. 
EXECUTIVE HOUSEKEEPER: 6 months 
training, mid-western school. 6 years experi- 
ence, 250 bed hospital, Colorado, 

MEDICAL RECORD LIBRARIAN: 3 years 
Assistant, and 4 years experience as head of 
record librarian, 200 bed hospital. West coast 
or east. 





POSITIONS OPEN 





DIETITIAN: ADA member, Therapeutic or 
Administrative, for 350 bed hospital in west- 
ern suburb 16 miles west of Chicago’s loop. 
Well equipped Dietary Department. Regular 
hours. 1 month’s vacation and other liberal 
benefits. Salary commensurate with ability. 
Apply Miss L. Schoeneich, Chief Dieti- 
tian, Memorial Hospital, nal Illinois. 
DIRECTOR NURSING SERVICE: 68 bed 
JCHA approved hospital. Salary commensu- 
rate with qualifications. Apply administrator, 
Memorial Hospital, Marion, Illinois. 





SERVICES 





MANAGEMENT CONSULTING: Specialist 
in control systems, forms management, data 
processing, aperwork simplification. __ In- 
quiries invited, Systems Associates, 516 Fifth 
Avenue, New York 26, New York. 


OUR 63rd YEAR 
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Doundsurs of. the esi meg el to 
the medical profession, sewing medic re 
with Listinction over half a cent: ‘as 
ADMINISTRATORS: (a) Internist; Dir 
Grad Med. Educ; 525 bd. genl. vol., fiilly- 
apprvd hsp; excl sal; may also have priv 
consultation & rsrch wk; Ige city w/excl med 
coll, SE. (b) Fairly new genl hsp expncing 
to 150 bds next yr; mod, very complte facils; 
air-cond, piped oxygen etc; sal open; So- 
Calif. (c) 160 bd. JCAH, vol, genl hsp; req’s 
male, 30-50, M or FACHA, pref Metho. ist, 
active AHA affairs; replace man taking exec 
dir post, State hsp assn; port city of Great 
Lakes. (d) Fairly Ige JCAH, vol. genl lisp 
w/plans completed to add 60 'bds ; able adm, 
pref w/bldg exper; twn 60,000 on _ ocean; 
Calif. (e) Univ affild, fully- apprvd, childrens 
hsp over 175 bds; coop Bd; while RN, 
w/good adm exper pref’d will consider man; 
degree not essential; Ige city, on water, W. 
coast. (f) Kc genl hsp, over 100 bds, in 
delightful San Joaquin Valley nr Bay Area, 
Calif. (g) Asst; 125 bd hsp, genl JCAH hsp; 
advnemt potential ; about $7,000; fringe bene- 
fits; serves Ige area, E. 
ADMINISTRATIVE POSTS: (h)_ Purch 
Exec; full-apprvd, med schl affild, 700 bd, 
genl hsp; purch about $2,500,000; sal open; 
E. (j) Comptrolr, also Pers Dir, also Purch 
Dir; 300 bd, vol, genl hsp under construc- 
tion; nr very Ige, important city, salaries 
open; will be very attractive; (k) Accnt- 
Compt; Well qual accntg, w/hsp exper as 
Asst to serve as comptroller w/full chgr, Bus 
& Admittg offc; full apprvd, 400 bd, vol, 
genl hsp; Central. (m) Otc Mgr; BA or BS, 
Acctng or Bus Adm; complte chgre, bus ofc; 
report to Comptrir; 40 hr wk; lge, fully 
apprvd_ genl hsp; univ city; resort, tourist 
area, S.W. (0) Adm Asst; univ med cntr, 
350 bd hsp; req’s a in bus or related 
field; report to Bus Mgr; over $6,000; Calif. 
DIRECTOR OF NURSES: (q) Req’s MS, 
3 yrs adm exp; very lge, fully-apprvd genl 
hsp; to $10,200; Calif. (r) Nursg serv only; 
outstndg univ hsp, lge univ med cntr, E; to 


$75 

EDUCATIONAL DIRECTOR: (s) Asst; 
MS req’d for enrollmt 70; hsp now expndg 
to over 300 bds; $7200 or more; indus city 
30,000 nr impor ‘MW univ cntr. (t) Hd dept 
nursg, coordinate new Prog, collegiate nurs’g, 
faculty status; sml twn, 

EXECUTIVE HOUSEKEEPER: (u) Req’s 
exp’d well-qual ind for newly created post, 
250 bd, fully apprvd genl hsp; coll city 
100,000; MW. (v) 150 bd, genl hsp openg 
soon, complt a ete serv; resid suburb 
lovely univ city 

NURSE ANESTHETIST: (w) Vol, genl 
hsp, 85 bds; to $6,000, full mtce; sml two 
fairly nr Ige univ city; S. (x) Join staff 7 
Anes, 3 part time MDs, 350 bd, genl hsp; 
to $6900; MW. 

PHYSICAL THERAPIST: (y) Chief; 
reg’d, elig, Calif; 250 bd, fully-apprvd «enl 
hsp; coastal resort city. 


POSITIONS WANTED 


ADMINISTRATOR: MHA, Minn; past 

yrs Asst Adm, 250 bd, vol, genl hsp; limited 

otential for ‘advanc; seeks adm, hsps 

ds up or Asst hsps 500 bds up; Age 
‘HA 


MAC : 

ANESTHESIOLOGIST: Grad, Maryland ; 
yrs, genl pract before pe trnd univ hsps; 
Dipl, Anes; except-well-qual, thoracic, 
diac, neuro anes; now chief, 250 bd 
where pest provide quality anes is limi‘ 
seeks Chief, lge hsp, SW or W or Haw 
— climate; fee-for-serv; late 30’s; 


PATHOLOGIST: 8 yrs, Chief, 2 lge 
hospitals; seeks chiefshp, Path, 250 bds 
pee 30’s; Dipl, clinical, anatomy; im: 


RADIOLOGIST: Cert’d Reece, s 1 
yrs genl pract; 4 yrs, Capt, 

Rad, 400 bd hsp; past 3 yrs, priv pract R d; 
seeks hsp position includg neoplastic, cance 
work. 
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MISCELLANEOUS 





ZE AND ALUMINUM PLAQUES. 
prom iates eg tiegpte — For lowest 
ices, ite for free pamphlet. 
RRCHITECTURAL RONZE & ALUMI- 
NUM Corp., 3638 W. Oakton St., Skokie, Ill. 





MICROFILM LABORATORY REPORT 
SLIPS: “Micro-Seal” lab slips can be micro- 
filmed from fully visible slips, six at a time, 
without lifting or removing each slip. Write 
for information and sample: from Che Steck 
Company, Box 16, Austin 61, Texas. 


LABORATORY REPORT FORMS: En- 
tireiy new design of snap-out, carbon inter- 
leaved, hospital laboratory, report forms. 
Gumed origina's available in pads or snap- 
out sets in duplicate or triplicate. Write for 
information. and samples from. The Steck 
Com:pany, Box 16, Austin 61, Texas. 


AcHA Awards 


Prof. Hall Rev. Henle 


OSWALD HALL, professor 

of Sociology, University 

of Toronto, and TuHE 

REVEREND ROBERT J. HENLE, 
s.J., dean of the Graduate School, St. 
Louis University, received two of 
the College’s top editorial awards at 
the recent Congress. Professor Hall 
was granted the first Edgar C. Hay- 
how Award for “Motivation and 
Morale”, which was published in the 
ACHA’s quarterly journal, Hospital 
Administration. Father Henle won 
the 1960 Article Award Competition 
for “The Intellectual Development 
of the Operationalist” which he 
wrote for Hospital Progress. 


Is Health And Life Worth It? 

® IT IS APPARENTLY a world-wide 
habit to complain of the size of hos- 
pital and doctor bills. Of late this 
has been particularly true because 
the expenses of hospitals and of 
doctors have mounted just as have 
those of householders and patients. 
Perhaps the expenses of the medical 
profession have rocketed far above 
those of the layman and it is a well 
known fact every item used in a 
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hospital costs many times now what 
it did ten years ago. 

In contrast the service given by a 
doctor to his: patient these days is 
a much more skillful thing than it 
was in the quinine and calomel pe- 
riod and the drugs he has at his 
command for combating previously 
fatal diseases have made this a 
miracle era, medically speaking. He 
must have special training for their 
administration, however. 

Hospitals are able to offer services 
little dreamed of a decade ago and 
hospital life for a patient is prac- 
tically one of comfort, if not luxury, 
and freedom from pain. A patient 
these days lives in an air condi- 
tioned room, orders his meals from 
a menu, scientifically prepared for 
his special needs, and has the serv- 
ice of a highly skilled nurse for the 
mere pressing of a button. He wouid 
pay considerably more for the same 
service in a hotel and wou'd not 
have the sympathetic consideration 
of those who wait upon him. His 
doctor calls upon him twice a day 
and if he has the foresight to pur- 
chase it, hospital and health insur- 
ance pay a good share of his bills, 
both to the doctor and to the hos- 
pital. 

To our mind no service on earth 
gives so much for so little as does 
that of the doctor and the hospital. 

A good many years ago a Hays 
doctor received a frantic call one 
Sunday at his home. A patient from 
a nearby town, in his enthusiastic 
approval of a chicken dinner, had 
swallowed a small bone which 
lodged in his throat. Could the doc- 
tor dislodge it? The patient was al- 
ready black in the face. The doctor 
said he would try, bring the man 
along to his house. 


Getting the bone out was no easy 
thing but using the family dining 
room table for an operating table the 
job was finally accomplished, and the 
patient, his throat pretty scratchy 
from the experience expressed ver- 
bal gratitude. When it came to pay- 
ing the bill, however, the horse took 
on a different color. 


“Twenty-five dollars,’ he gasped, 
“that’s ridiculous, I won’t pay it.” 
The doctor looked him squarely in 
the eye. 

“Well, my friend if you think 
your life isn’t worth $25 I’ve prob- 
ably made a big mistake and you’re 
right, the charge is absurd.” 

The check was written out with- 
out further argument.—L. M. ey 
—Reprinted from The Hays Daily 
News, Hays, Kansas, with the per- 
mission of the publisher, Mrs. Leota 
Motz. 





WASH and 
SANITIZE 


in minutes --- 
instead of hours! 





@ ITWASHES @ IT RINSES 
@ IT STERILIZES @ IT DEODORIZES 
@ IT PRE-HEATS 





“Its Pedal Operation” is as simple as 
stepping on the gas pedal of your car 


Saves Work — Saves Money 


- - wherever Refuse Cans — Mixing 
Kettles—Stock Pots—Milk Cans—Insu- 
lated Carrier-Dispensers or any Large 
Containers — Waste Baskets, etc., re- 
quire cleaning and sterilizing—It does 
the job Faster, more thoroughly and 
with the greatest emphasis on Sanita- 
tion — Pays for itself quickly. It per- 
mits the use of Hot Water, Cold Water 
and Steam—in any combination or 
sequence — Operates with either High 
or Low boiler pressures — Easily In- 
stalled with standard fittings. 


EXCLUSIVE 


Patented 3 Direction- 
al, Pressure Propel- 
led, Cyclonic Jet 
Spray Nozzle Scours 
And Sanitizes Every 
Minute Area In A 
Matter Of Minutes— 
It Is Truly Revolu- 
tionary! 








Write for FREE Literature Kit HM-24 


Vacuum Can Co. 
19S. Hoyne Ave., Chicago 12, Ill., U.S.A. 


For more information, use yellow postcard inside back cover. 131 
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consultants notes00k SSS 


by E. M. Bluestone, M.D. 


Absolute and relative evaluations 
have their place in hospital man- 
agement but you should not deny 
anything to a sick man because of 
apparently similar requirements 
elsewhere. 





Beware of the general or special 
order when it has to pass through 
many hands before it is carried 
out. One word may make the dif- 
ference between life and death, and 
all the gradations between. 
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See % "ait 


He's Fighting Your “1 Enemy 


He is a research scientist — one of thousands supported 


by the Heart Fund. Your heart—perhaps your life—is in 


his hands. He is seeking ways to protect you against the 


heart and circulatory diseases which are responsible for 


more deaths than all other causes combined. 


Your Heart Fund contributions keep him at work. 


You can help him help your heart by giving generously 


to the Heart Fund campaign of your Heart Association. 


HEART DISEASE 
+1 Enemy 


HEART FUND 
com Me DY 3-1 ab - = 





Do not depend too heavily on 
your hospital lawyer to get you out 
of a legal difficulty. He will, to be 
sure, do the best he can profession- 
ally for you, but the possibilities of 
Preventive Jurisprudence must 
never leave your mind. Remember 
that justice is never 100 per cent 
sure. 

e 


It isn’t heart versus mind; senti- 
ment versus logic; philosophy 
versus science; or imagination ver- 
sus fact in hospital practice. It is 
a judicious mixture of both that is 
required by the special exigencies 
of each situation. 

& 


Almost every infected wound 
after a clean operation is a pre- 
ventable complication. It is the re- 
sult of .a_ cross-infection which 
never arises de novo. Yes, you do 
need microscopic vision fore and 
aft when you deal with large num- 
bers of patients in hospitals. 

e 


When timid trustees follow the 
master like unthinking sheep you 
do not have a strong governing 
board; you have a benevolent dic- 
tatorship at best. 


In order that a patient may car- 
ry out your wishes to hope for the 
best, he must not only be encour- 
aged to hope but have the best care 
available to him. 

° 


Obsolete, neglected, or discarded 
equipment is expensive equipment, 
if only because of its short life. The 
test of usefulness lies in max‘mal 
productivity and not in such con- 
siderations as style, looks and fash- 
ions which influence personal budg- 
eting. 

e 

Pleasant scenery is good for any 
patient’s morale since it is the best 
kind of natural therapy in the literal 
sense. But the best, and the most 
therapeutic, scenery for the hos- 
pital patient, in the vast majority 
of cases, exists for him only in his 
own home. 

e 


It would be interesting, and high- 
ly suggestive, to do a time-study on 
the duration of the doctor’s visit 
to every patient in the hospital over 
aconvincing period of time. It would 
yield lessons that are priceless for 
the organizer of medical care. 

e 


We should never forget that the 
original nurse was a mother as 
well as a sister. 
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